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Vaturally Induced The Science of Therapeutics recognizes that all 
reparative processes require maximal rest — and 
that naturally induced sleep is its ideal form. 


For promoting natural sleep, a hot, readily digestible 
food beverage is your first choice, especially when 
iosomnia results from pain or restlessness, or trom either psychical or dyspeptic 
syndromes. A nutritious food drink is equally valuable in encouraging undisturbed 
rest in cardiac distress, lobar pneumonia and other states in which insomnia is a 
common feature—but where narcotics are contra-indicated, ‘Ovaltine’ is an invalu 
able adjunct in these cases because it counteracts sleeplessness while providing in 
soluble, palatable and easily digestible form, important nutritional principles 
essential for tissue repair 


In the Service of Rehabilitation ‘Ovaltine’ encourages sedation by 

day, restorative sleep by night; con- 
urrently it supplies promptly assimilable nutriment, including vitamins, whose easy 
ligestion leaves your patients’ tranquillity undisturbed throughout. In diseases, 
such as myocardial insufficiency and pneumonias, which present the two-fold pro- 
lem of irritability and difficult feeding, you may confidently prescribe ‘Ovaltine’. 


Restorative Sleep 


Vitamin Standardization per oz.—Vitamin B:;, 0-3 mg 
Vitamin D, 350i u.; Niacin, 2 mg 
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obtainable as a stable 


meet every condition and preference 

Alocol Cream—equally with Alocol Powder and Tablets —is a most effective 
antacid for the neutralization of hyperacidity in the treatment of dyspepsia 
ulcer and other conditions which irritate the alimentary tract. 
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Alocol Cream—like Alocol Powder and Tablets- 
has these Advantages : 


@ Owing to its high reactivity it quickly neutralizes excess acidity. 
@ = It hasa reserve of neutralizing power and can thus control for a prolong- 

ed period the gastric acidity at the level most conducive to healing. 
@ It does not produce alkalization nor a condition of alkalosis. 


ALOCOL CREAM is supplied in bottles of 9 fl. ozs 
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ABDOMINAL 
SUPPORT 
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VENTRAL HERNIA 


Patient has two child- 
ren. 


Twenty-four years ago, 
1928, following birth of 
last child developed 
umbilical hernia 12 in. 
diameter. 1939, opera- 
tion relieved condition 
for approximately three 
years (1942), when 
hernia came back as a 
ventral hernia and 
continued to grow to 
tremendous size. 














Examination in January, 1947, revealed this hernia to be inoperable and a Spencer 
Support was recommended for continuous wear. After wearing the support for six 
months, the hernia itself was considerably reduced and the loss of body bloat was 
such that the patient’s abdomen was near normal in the support. 


The patient's support was designed to control and support the abdominal wall and 
to help return the organs to normal position within the abdominal cavity. 


Note the correction provided by the Spencer, the support to the abdominal wall 
the raised diaphragm, the uplift tothe ptosed breasts. The proper support provided 
by the Spencer enables this woman to lead a normal active life and the result is of 
great psychological value to her. 


Spencer is suggested to the doctor as the support of choice for hernia when surgery 
is delayed or contra-indicated. 


For further information of Spencer Supports for Hernia write to 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
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EDINBURGH: 30a George Street, 2. Tel: Edinburgh 25693 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 


Trained Spencer Retailer-Fitters resident throughout the Kingdom, name and address of nearest Fitter 
supplied on request. 
S.B. 5/52 


Copyr gh 





Please mention the Journal when replying to advertisements. 








CLINITEST 


TRADE MARK 


urine-sugar analysis 


Complete, compact and clinically depend- 
able, *Clinitest” urine-sugar analysis set 
assists diabetic patients to carry on a 
normal, active life. This one-minute tab- 
let test needs no external heating, and 





gives colours which are easy to compare 


with the *Clinitest’ colour scale. 10 years’ | CLINITEST 


successful use in many countries, backed vases wane 


by extensive clinical research, gives prac- Approved by the Medical Advisory Committee 
of the Diabetic Association 


ners and patie very confi i , ome 
titioners and patents eve da nfidence in Complete Set, inclnding tablets . : . 10) 
the reliability of *‘Clinitest’ (Brand) Sets Refill bottles (36 tablets) . . . . . 36 


and Reagent Tablets. They comply with Supplies always available at your chemist. Medical literature 
| available on request to the sole distributors 

. ; DON S. MOMAND LTD., 58 ALBANY ST., N.W.! 
reagents for urine-sugar analysis which Manufactured by Miles Laboratories Ltd., Bridgend, 


et Now South Wale naam, Oi 7 . 
may be prescribed on Form E.C.10. outh Wales, under licence from Ames Company, Inc 


official specifications for appliances and 








Three Strings to your Bow... 


THE VITAMIN B COMPLEX is being found effective in an increasing 
number of conditions and is a necessary adjunct to treatment with 
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ESPRIT DE CORPS 


We have seen and read much of the new 
College Hall at Charterhouse Square. We 
have read of its architecture, admired its 
furnishings and sampled an excellent lunch 
in the new refectory. It is many years since 
the students of Bart.’s last had a hostel of 
their°own, and we are glad indeed that this 
new building is of so excellent a quality. So 
much has been heard—-and such is only 
natural—of the material make-up of College 
Hall, that its importance as a social institu- 
tion seems almost to have been overlooked. 


From all over London and its suburbs the 
students have travelled to Bart.’s. They have 
lived according to their means in “ digs.” or 
flats, and the lucky few have lived at home. 
So living, it has been hard indeed to main- 
tain the team spirit so essential to College 
life. The social life of Bart.’s people has 
been strictly limited, and has seldom been 
associated with the hospital. The sentiment, 
that one saw enough of one’s contemporaries 
during the day without going out with them 
at night, has not been altogether lacking ; 
and this was not surprising. More surprising 
was that a house so divided stood so firm, 
that old Bart.’s men gained a reputation for 
‘clannishness ” wherever they foregathered, 
and that all were united at least in their pride 
in the name of Bart.’s. 


Not only were the students widely 
scattered. They were divided further into 
pre-clinical and clinical: a divide crossed 
only by the bridge of the games field, the 
river or the golf-course, and not crossed at 
all by those (and they seemed not few) who 
played no game. 


That was the position. For the majority 
it will remain unchanged, some cannot afford 
to “live in,” others will not want to, but at 
least a nucleus will do so, and they can pro- 
vide the corner-stone upon which to build a 
real college life, a true students’ union. 
Clinical students will live in the midst of the 
pre-clinical stronghold, and another bridge 
will cross the divide. Already the residents 
speak of “the day boys” and we welcome 
this sign of their pride. 

If we are to take full advantage of the 
Opportunities thus given to us, there is 
surely more that can be done to bind all 
3art.’s students into a single community. 
Ciubs can be formed-—an account of a new 
one appears elsewhere in this issue—dances 
less formal (and cheaper) than the Dorchester 
Ball can be held, and the sport club dinners 
should be held at Charterhouse instead of 
in the restaurants of Soho. These things can 
be done and we shall hope to see them. An 
added interest, and a stimulus to such ven- 
tures, might well be provided by one or two 
formal occasions in the life of the Medical 
College. At other medical schools in Lon- 
don, Orations are held to open the sessions 
(Lord Horder addressed King’s on such an 
occasion last autumn-—but the opportunity 
for him to do the same at Bart.’s does not 
arise), and prizegivings have not been 
unknown even in the Great Hall. Is it too 
much to expect their return ? 

We hope to see these things and with them 
a drawing together of all the students at 
Bart.'s The College Hall has provided the 
opportunity for a great reformation. It is 
our duty to grab that opportunity, 
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Freedom in Medicine 


his was the title of an address which Lord 
Horder gave before the Abernethian Society 
on February 21st. His connection with the 
Society has been a long and close one ; as a 
student he was its President and he has taken 
part in many of its meetings since, but he can 
seldom have received so enthusiastic a wel- 
come as he did on this occasion. 


The subject was one to which Lord Horder, 
as chairman of the Fellowship for Freedom in 
Medicine. has devoted much time in recent 
years, and he dealt with it with characteristic 
vigour and wit. Few who heard him will 
forget his point that so-called progress had 
brought medicine under the domination of 
the State about 500 years after it broke free 
from the domination of the Church. “ But 
was it,” he asked, “unfair to say that at 
least the Church was cultured ? ” 


lruberculosis 


THis month our articles take a rather more 
serious turn, and focus attention on tuber- 
culosis. We are very fortunate that the 
Physician Superintendents of Colindale - 
Dr. Snell—and Clare Hall—Dr. Simmonds, 
an old Bart’s man-—have written specially 
for this issue. In a very interesting article 
the Senior Medical Registrar at Papworth 
Dr. Clarke—writes on Sir Pendrill Varrier- 
Jones. And last, but far from least, we 
welcome Dr. Coulson to our pages, and he 
writes on the problem of tuberculosis among 
students. 


Sir Pendrill Varrier-Jones, who was 
founder of the Papworth Settlement and its 
first director, seems barely to be remembered 
by the students at this—his old hospital. We 
hope that Dr. Clarke’s article will go a long 
way to remedy this, so that future generations 
of students here may at least have heard of 
one of the greatest of old Bart.’s men. 


We hope that our readers will appreciate 


the articles in this issue. They are of a type 
that does not correspond with articles else- 
where, and we feel that it is a useful function 
of the Journal to print such articles from 
time to time. They help the doctor and the 
student to get that wider view of a subject 
which is so essential to the good practice of 
medicine. 
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Prizewinners 


Senior Scholarship in Anatomy, Physiology and 
Biochemistry, awarded equally between: — 

J. A. McKinna and J. J. Misiewicz. 

The Foster Prize: awarded to N. L. Browse. 

The Treasurer's Prize : awarded to D. H. Elliott. 
Kirkes Scholarship and Gold Medal 

Awarded to P. SLEIGHT. 


Brackenbury Scholarship in Medicine 
Awarded to M. G. PRICE. 
Prox. Access.: R. &. Dreaper. J. F. Preece. 
Brackenbury Scholarship in Surgery 
Awarded to J. A. GIRLING. 


Burrows Prize 
Awarded to P. SLEIGHT. 
Prox. Access J. H. Smith. 


SAvnner Prize 

Awarded to G. E. M. TARNOKY. 

Prox. Access J. Cook. M. A. Winser. 

Walsham Prize 

Awarded to P. SLEIGHT. 
Willett Medal 

Awarded to J. A. GIRLING. 
Roxburgh Prize 

Awarded to 1. M. P. SMEED. 
Vatthews Duncan Prize 

Awarded to R. C. COCHRANE. 


Hichens Prize 
A. E. BASHFORD 
R. H. GIBBON A Prize awarded to each. 


Herbert Paterson Medal 
Awarded to J. J. MISIEWICZ. 
Prox. Access. : M. J. Lefford 


Junior Osler Club 


Ihe Junior Osler Club held its first meet- 
ing on March 10th, 1952. This humble 
addition to the Oslerian family is a shy and 
modest child, but although she announces 
herself to the hospital with some trepidation 
she believes she answers a real need. Her 
aim, in short, is to bring together those in 
the hospital who are interested in the his- 
torical and literary aspects of medicine. 


The club will meet once a month when 
papers will be read and discussed by the 
members. Details of the meetings will be 
posted in the libraries. Further information 
about the club can be obtained from Mr. 
John Thornton. Lest the objects of the club 
should sound too severe, the Junior Osler 
Club hastens to add that she wants interest 
rather than erudition ; also, and on this she 
insists, her meetings will be held in an 
atmosphere of true Oslerian informality. To 
any true friend she will extend a most warm 
welcome. 
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Correspondent 

Dr. Carruthers Corfield, who writes on 
another page, has his practice at Rustington 
in Sussex. He is the author of articles on 
“ Memorials and Epitaphs,”’ which have been 
appearing in his Parish Magazine. One 
epitaph he quotes may be of particular 
interest to our readers, it comes from the old 
Non-conformist burial ground at Bunhill 
Fields in Finsbury : 

* Here lies 
Dame Mary Page 
Relict of Sir Gregory Page, Bart.. 
She departed this life 
March 4th, 1728 
In the 56th year of her age. 

In 67 months she was tapped 66 times, had 
taken away 240 gallons of water without ever 
repining at her case 
Or ever fearing the operation.” 

Dr. Corfield has also sent us this explana- 
tion of the Epitaph which appeared in the 
February Journal Christopher Burraway 
was the result of an incestuous connection 
between a father and daughter and was early 
placed in the Foundling Hospital whence, 
when he came of age, he was apprenticed to a 
farmer. 

Coming in after years, by chance, to 
Martham he was hired by his own mother as 
farm steward, her father, being of course 
father to both of them, being dead. 

His conduct proved satisfactory to his 
employer and she married him. 

She thus became successively mother, 
sister, mistress and wife. 

Later she discovered that he was her son 
by means of a peculiar mark on one of his 
shoulders and she was so horror stricken that 
she soon afterwards died, he surviving her 
four months. 

View Day 

View Day will be held this year on Wed- 

nesday, May 14th. 
BIRTH 

McADAM, March 28th, in St. Bartholo- 
mew’s Hospital to Enid, wife of Bernard N. 
McAdam, a daughter (Helen Jane). 

Mr. Keynes 

In our valedictory notice about Mr. 
Keynes in our last issue we gave the impres- 
sion that he was retiring completely from 
the surgical arena. This is not so, and we 
are glad to note that he will continue in prac- 
tice, both privately and at the Thyroid and 
Thymus Clinic at New Hospital, Hampstead. 
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The Centenary of the Hospital for Sick Children 
Chis year The Hospital for Sick Children is 
celebrating its Centenary. We at Bart.’s 
have a particular pride in this event since it 
was Dr. Charles West, who received his 
medical training here, who was chiefly res- 
ponsible for the founding of the Great 
Ormond Street Hospital. After leaving 
Bart.’s, West went to Paris and then to Ber- 
lin, where he received the degree of M.D. in 
1837. His first interest was in obstetrics, 
and this he followed until he joined the staff 
of the Middlesex Hospital in 1845 as lecturer 
in midwifery. He was already at this time 
physician to the Royal Universal Dispensary 
for Children, and in 1847 he started lecturing 
at the Middlesex on the diseases of child- 
hood. In 1848 he published one of the first 
books on this subject, and this brought him 
recognition in the medical world. 

West had long wanted to enlarge the Dis- 
pensary for Children so as to be able to treat 
in-patients, but this had proved impossible 
because of lack of funds, and opposition 
from the other practitioners in the area. By 
1850, he had gained the support of Sir 
Henry Bence Jones (whose name is _per- 
petuated in “Bence Jones Protein”) and 
public interest was aroused by their project 
for the founding of a Hospital for Children. 
A suitable house was found at 49, Great 
Ormond Street, and a public subscription 
was started by Lord Shaftesbury, who be- 
came first President of the new hospital 
Charles Dickens wrote in support of the 
scheme, and in 1852, on St. Valentine’s Day, 
the Hospital was opened with 10 beds—all 
in one large room of the house in Great 
Ormond Street. From that day to this the 
hospital has grown both in size and in 
stature, but has retained the fine spirit in 
which it was founded. We may well take 
pride in the thought that so great an Institu- 
tion has its roots in our own Hospital, and 
especially so when we wish it a second cen- 
tury (and indeed many more) as successful 
as the first. 


Changes of address 


Dr. C. R. Taylor from West Acres, West 
Ayton, Nr. Scarborough, to 20, Egerton 
Road, Queen’s Park, Bournemouth. 

Dr. Hugh Middleton from 13, Valley 
Road, Ipswich, Suffolk, to 10, Trumpington 
Road, Cambridge. 
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SOME ASPECTS OF THE TREATMENT OF TUBERCULOSIS 


by W. 


TUBERCULOSIS differs from all other 
diseases of bacterial origin in this country 
in its chronicity, its tendency to relapse and 
its uncertain outcome. Not infrequently 
patients have undergone a preliminary and 
apparently successful period of sanatorium 
treatment and have returned to work for 
five, ten or even more years, only to break 
down again, when they present more 
difficult problems in treatment. For these 
reasons the treatment of tuberculosis must 
Start at the time of diagnosis and should 
continue in the form of a modified regime 
and regular supervision for many years and 
even for the remainder of life. 

Sanatorium treatment is therefore only an 
incident, although perhaps the most impor- 
tant. in a protracted disease and it ts 
essential to consider the disease as a whole 
rather than from this limited viewpoint. It 
will not be out of place, therefore, to discuss 
briefly some other aspects of the disease to 
which one’s attention is focused from time to 
time. First the diagnosis: in the past this 
was uSually made from symptoms which 
suggested the possiblity of tuberculosis 
These may be related to the lesion in the 
chest, commonly cough, expectoration, pain 
or dyspnea or toxemic symptoms such as 
anorexia, loss of weight or 
amenorrheea, and a combination of any or 
all of these may coexist. The disease may 
first present as one of its complications such 
as laryngitis, ischio-rectal abscess, epididy- 
mitis or diabetes, and chest X-rays should 
be taken in these conditions. Occasionally 
the accent is on intestinal symptoms such 
as morning vomiting or diarrhea (without 
intestinal ulceration). One has the impres- 
sion that the disease is changing in character, 
toxaemic symptoms often being absent and 
many patients will say that they have never 
felt ill. These are usually minimal cases. 
but recently a man was seen whose only com- 
plaint was dizziness on going upstairs; he 
was playing golf and swimming but X-ray 
extensive bilateral cavitating dis- 


lassitude, 


revealed 
ease 
[he standard of diagnosis has improved 
but patients are still too frequently seen who 
have been attending their doctors for months 
with cough and intermittent attacks of so- 


E 


SNELL. 


called influenza, and who in some instances 
have finally demanded an X-ray which has 
revealed the disease. It need not be stressed 
that the stethoscope is an inadequate tool in 
the diagnosis of early tuberculosis, useful as 
it is in the recognition and follow up of 
acute lung conditions. It can be fairly said 
that if signs due to tuberculosis can be 
detected with the stethoscope, then the dis- 
ease is at least moderately advanced. It 
follows that a chest X-ray is essential on the 
least suspicion of tubercle—this will result 
in many normal X-rays, but with the prob- 
able introduction of 75mm. or 4in. x Sin 
film as a routine in this type of case, the 
film shortage can be overcome. 

At the present time an increasing number 
of patients are being discovered by mass 
miniature radiography and experience shows 
that some 3 per 1,000 of apparently healthy 
volunteers have active tuberculosis and some 
of these will already have extensive disease. 
Thirdly, a number of persons will be 
diagnosed as a result of their “ contact ” with 
previously known cases and some of the 
contacts so diagnosed may prove in fact to 
have been the initial infecting case. In- 
stances of epidemics of primary tuberculosis 
in schools have recently been described 
when the teacher has proved to be the unsus- 
pected infector. 

Finally, remember that general appear- 
ance is no guide to the diagnosis of early 
tubercle and patients with all types of 
skeletal and muscular development, includ- 
ing well known athletes, have fallen victims 
to the disease. In females the main 
incidence remains in the 17-30 age group. 
but in males a recent gradual shift to the 
older age groups has occurred, the maxi- 
mum incidence now occurring in the 45-60 
group. 

Most people, unless they have already 
had a case of tuberculosis in the family. 
have very hazy notions as to what it means. 
They are familiar with the unpleasant word 
‘consumption.” and those in the higher 
income groups will probably assume that 
they will be wafted away to Switzerland for 
“the cure.” Switzerland has long had a 
high reputation for the treatment of tuber- 
culosis and it cannot be denied that the dust- 
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free atmosphere of the mountains and the 
long hours of winter sunshine are an im- 
provement on the winter climate of this 
country. On the other hand it should be 
known that there is a higher incidence of 
tuberculosis among the Swiss than amongst 
the English, that treatment in Switzerland is 
now considerably more conservative than that 
now in vogue in England, and that there are 
arguments in favour of people being treated 
in the climate in which they will have to live 
and work in the future. For the majority. 
free treatment must, for financial reasons, 
take place in one of the sanatoria provided 
in England by the appropriate Regional 
Boards. It is plain that the diagnosis must 
come as a great mental shock, except 
perhaps to those very few patients who from 
their feelings of ill health may have long 
suspected the disease and to whom its 
eventual discovery may come almost as a 
relief. The manner in which the diagnosis 
and its implications are conveyed to patients 
may permanently influence their attitude to 
the disease and it is therefore essential for 
the doctor to take time over this interview, 
and he will naturally suit his remarks to the 
level of the intelligence of the patient con- 
cerned. It will generally be essential to tell 
him or her that a long period of treatment 
will be required and that in the first instance 
this will take place in a sanatorium. No 
attempt should be made to say how long this 
treatment will last, or what particular form 
it may take. In order to soften the blow 
doctors sometimes tell patients that they will 
go to a sanatorium for “a couple of 
months,” implying that they will be dis- 
charged cured, and this may lead to the 
premature self-discharge of patients from 
sanatoria when they find this is not the case. 
Fortunately it can now be pointed out to 
patients that their outlook has been greatly 
improved in recent years, owing to the dis- 
covery of streptomycin and similar sub- 
stances, and by the increase of major 
surgery, but it must be impressed upon 
them that they will not be in any sense 
cured when they emerge from the sana- 
torium, and the success of their treatment 
and the maintenance of their future health 
will depend very much on themselves. For 
nearly all patients the diagnosis will mean a 
complete abandonment of work for the time 
being and in the case of women, perhaps 
mothers of families, fundamental re-arrange- 
ments of their domestic plans, and most 
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patients will require a few days to put their 
affairs in order. Unless they are acutely ill, 
and many patients nowadays are afebrile 
on diagnosis, they can be allowed to remain 
ambulant until these affairs are settled, when 
they can take to their beds with an easier 
mind. 


As is well-known, owing to a number of 
factors which have become cumulative, the 
primary one being the nursing shortage, 
patients may have to wait for long periods 
before a vacancy for them in a sanatorium 
occurs. It is satisfactory, however, that 
there is, particularly in certain areas, a con- 
siderable improvement in this respect, and 
the waiting period, especially for patients 
who are in need of urgent sanatorium treat- 
ment, is now reduced to a few weeks only. 
During the period, long or short, while the 
patient is waiting, it is the duty of the Chest 
Clinic Physician of his area, who in most 
cases has made the diagnosis, to supervise 
his treatment at home, to make arrangments 
to prevent infection of his relations and to 
ensure that his family finances are adequate. 
In many areas arrangements have been 
made for patients to have chemotherapy at 
home and in a number Pneumoperitoneum 
is induced in order to assist bed rest. Experi- 
ence has shown that it is unwise to induce 
A.Ps in the home owing to the lack of X-ray 
screening facilities and the liability in such 
patients of complications such as pleural 
effusion to occur. Arrangements may also 
be made for boarding-out of children and for 
raising their resistance to the disease by 
B.C.G. vaccination. 

The day comes when a letter is received 
by the patient instructing him to present him- 
self at a certain sanatorium, with a brief 
list of clothing, etc., required, and the patient 
sets off by ordinary transport, or if severely 
ill in an ambulance, to this sanatorium. His 
feelings must be rather like those of a small 
boy going to boarding school for the first 
time and the first impression of the sanator- 
ium is likely to govern his reaction to sub- 
sequent treatment there. It is, therefore, 
essential that he should be given some sort 
of a welcome and not be left standing about 
in draughty corridors feeling that he is quite 
unexpected and that nobody knows where 
he should go. He should be accompanied 
to his Ward by a porter, and there handed 
over to the Sister or nurse in charge, who 
should indicate in a friendly way that she 
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has been expecting him and immediately set 
about getting him to his bed. Ihe Ward 
doctor should see the patient as soon as 
possible after admission. The history is 
commonly taken at the bedside but there 
are obvious advantages in using the privacy 
of a separate clinical room, particularly tor 
deaf patients. The doctor will decide what 
* grade ~ of bed rest the patient shall receive 
and will order the necessary X-rays, take 
blood for examination and prescribe any 
drugs required such as expectorants or 
linctus. At Colindale no patient receives 
any form of treatment (except in an emer- 
gency) until he has been presented and dis- 
cussed at the weekly clinic, where all the 
medical staff and frequently visiting chest 
clinic physicians attend. Meanwhile he can 
“simmer down ” for a week or two of bed 
rest. It is a mistake to plunge into active 
(i.e. collapse) therapy without this prelimin- 
ary rest period —the patient requires time to 
adjust himself physiologically and psycho- 
logically to his new environment. Many 
patients too are slightly febrile on admission 
but will become afebrile with a few days 
strict bed rest. Patients who do not become 
afebrile, especially with streptomycin, are a 
small minority and active treatment should 
only be carried out on them with great cau- 
tion. At the present time some 90 per cent 
of patients at this hospital receive or have 
been given before admission a course of 
streptomycin gm. I and PAS gm. XV lasting 
usually 60 days and during their stay in 
hospital a similar percentage will have some 
form of active treatment—at the same time 
all will undergo the routine sanatorium treat- 
ment which has justified its use Over many 
years. Those students who have attended 
Colindale will already have had an introduc- 
tion to this, but it may be worth while to 
recapitulate briefly the general principles 
They are (1) Fresh air is not bactericidal as 
many lay people suppose; its action there- 
fore is indirect, improving the sense of well 
being and appetite as it does in normal per- 
sons. Fresh air also dilutes the infection to 
which doctors, nurses and domestics may be 
exposed in the Wards and inculcates this 
idea in the patients so that they will not be, 
if still infectious, a source of danger to their 
relations at home. It seemed at one time to 
be supposed, judging by the number of sana- 
toria built without heating, that cold had 
some beneficial effect in the disease, but there 
would appear to te no scientific basis for 
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this belief. (2) Good Food. The aim here is 
to build the patient up to his optimum 
weight and not to overfatten him. Special 
attention must be paid to the diets of ill and 
post-operative patients who cannot be ex- 
pected to digest the standard dietary supplied 
to ambulant patients. Two pints of addi- 
tional milk per diem are allowed for each 
patient and this can be “ fortified” by addi- 
tion of extra sugar, protein or dried milk 
where necessary. Alcohol in the form of 
bottled beer or stout in small quantities is 
helpiul in stimulating appetite and assisting 
the digestion of post-operative cases. Many 
patients do gain much weight during their 
stay and I have wondered whether this can 
in any way be related to streptomycin 
therapy: one of the original Medical Re- 
search Council trial series doubled his weight 
and others gained several stones. (3) Rest. 
It is probably true to say that rest is still the 
most important single factor in treatment. 
To be effective it must be properly carried 
out and in most sanatoria this is * staged ~ 
in various degrees which are prescribed by 
the doctor. It is far more difficult for the 
uverage patient to rest at home where he is 
apt to stay in bed or get up as he feels 
inclined. However, certain chest clinics 
have succeeded in persuading patients to 
carry out this routine at home, and this can 
be reasonably well supervised if the patient 
is also receiving a daily injection of strepto- 
mycin. (4) Graduated Pxercise was deve- 
loped on Marcus Paterson’s theory of auto- 
inoculation, based on the belief that increas- 
ing grades of exercise and later, garden 
work, liberated tuberculin in small doses 
from the lung lesions, thus stimulating the 
patient’s resistance. This idea may have 
been based on sound theory but in practice 
it is so difficult to supervise these subtle 
differences in “grade work” that as a 
scientific therapy it is invalid. However. 
twenty years ago there was little really effec- 
tive therapy for pulmonary tuberculosis and 
this exercise proved a useful substitute for it. 
Not only was a certain amount of useful 
work done in the sanatorium grounds, 
although this was, of course, quite dispro- 
portionate to the amount of labour involved, 
but the process was in fact one which now 
goes by the more fashionable name of 
“ rehabilitation.” Nowadays few sanatoria 
employ this treatment to any extent, partly 
because the demand for beds has been met 
by speeding up the discharge rate, few 
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patients staying after the “ up all day ” stage. 
However, when this pressure slackens, as it 
shows signs of doing, it is my belief that 
graduated exercise can still play a part both 
in testing out the success or otherwise of 
treatment under sheltered conditions of close 
observation, and starting the first stage of 
psychological and physical rehabilitation so 
necessary for a patient who has undergone 
prolonged bed rest. 


(5) Occupational therapy and art therapy 
are designed to prevent boredom and occupy 
the energies of patients, many of them feel- 
ing well, who undergo long periods of bed 
rest. It is usual to provide patients with 
wireless headphones and at Colindale each 
patient can select one of the two programmes. 
Loudspeakers are a mistake they annoy 
some patients and staff and create an atmos- 
phere of noise and disorder. Portable cine 
apparatus and television can be shown either 
in the wards or in a recreation hall. Concerts 
may also be arranged. Many sanatoria have 
a patients’ committee, each ward electing a 
chairman who makes recommendations with 
regard to entertainments, inter-ward games 
and competitions, and whist drives, etc., can 
also be arranged. 


All these activities help to abolish bore- 
dom and keep up morale, but it must be 
realised that they are in no way substitutes 
for, nor must they be allowed to interfere 
with, medical or surgical treatment. 


(6) Education. \t was said at one time 
that this was the most important function of 
sanatoria. If so it must be admitted that it 
is an expensive form of education and with 
the present greater effectiveness of treatment, 
this is no longer the case. However, educa- 
tion in methods of preventing spread of 
infection and in future healthy living are an 
important function of sanatoria. Much is 
learnt automatically by patients undergoing 
the sanatorium routine and this can be rein- 
forced by talks over the wireless by medical 
staff. 


(7) Medical and Surgical Treatment. At 
the present time these are undoubtedly the 
most important functions of  sanatoria. 
Streptomycin and to a lesser degree PAS and 
the thiosemicarbozones have revolutionised 
treatment. Many cases previously considered 
hopeless have been rendered quiescent by 
their use alone and other patients have been 
made fit for major surgery who in the past 


could never have undergone these valuable 
collapse procedures: 

The subject of collapse therapy, directed 
primarily to the closure of tuberculous 
cavities, has become so complex in its variety 
that no attempt can be made to discuss it in 
a general article such as this. The effective- 
ness of treatment can besi be measured by 
the sputum conversion rate and as I have 
Shown recently’ this has shown at Colin- 
dale a progressive upward trend over the 
years which has been particularly striking 
since the streptomycin era. (See Graph). 








1948 1950 


1938 1940 [94a (944 1946 


Graph showing Percentage — of 
Positive Sputum “ Conversions” each 
vear, 


Finally let us remember that “ patients ” 
are not an inferior race apart—all of us who 
have a positive tuberculin test harbour live 
tubercle bacilli and are therefore “ tuber- 
culous ” although the vast majority do not 
develop disease. Many patients, particularly 
the more conscientious, suffer a very real 
sense of social isolation. This is partly a 
reflection of our inadequacy in the past both 
in diagnosis and treatment. All the more 
important, therefore, is it to use vigorously 
the new and more powerful weapons at our 
disposal and to treat the victims of this long 
drawn out disease with sympathy and under- 
standing. 





Reference 


(‘) Ref. Lancet, Sept. 8, 195] 
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IS TUBERCULOSIS DISAPPEARING ? 


by F. A. H. SIMMONDS 
Clare Hall Hospital 


The British Medical Journal publishes 
each week the numbers of persons dying 
from tuberculosis in the great towns of 
England and Wales. For four weeks of 
January 1952 the figure was 645 ; in January 
1950, it was 862, although the population of 
the great towns included is now 10 per cent. 
greater. Deaths from pulmonary tubercu- 
losis in 1949 were less than four-fifths of 
those occurring ten years before ; from non- 
pulmonary tuberculosis they were less than 
half. 

[hus in recent years there is a noteworthy 
fall in mortality. Taking a longer view, we 
find that this tendency has a long history and 
can be detected before the development of 
modern knowledge of the disease and the 
discovery of the bacillus in 1882. Twelve 
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Pulmonary tuberculosis comparative 
mortality index : England and Wales 

The index measures the mortality rate in each 
ear and is based on comparable populations, The 
rate for 1938 is taken as unity. 


per cent. of all deaths in 1850 were due to 
phthisis ; this meant that about 460 of every 
100,000 young women of 20 years of age 
died each year, and so did 400 young men 
of the same age group. The total deaths due 
to this cause were six or seven times those 
occurring today. We are now inclined to 
think with mild amusement of the frequency 
with which young ladies of Victorian fiction 
went into a decline, but in reality it was all 
too common. Apart from other causes, 
tuberculosis must be blamed for the early 
fading of many young lives. Progressive 
primary tuberculosis may soon lead to 
miliary tuberculosis or meningitis, as is well 


known, but we now realise also how close 
and immediate may be the development of 
bronchogenic phthisis from the primary 
focus, or how soon widespread bloodborne 
disease of the Jungs may occur. 

[he findings of Von Pirquet and other 
early workers with the tuberculin test, and 
indeed post mortem studies also, seemed to 
suggest that childhood infection was ex- 
tremely common and that later breakdown 
occurred in those already infected. Probably 
such studies were concerned with a selected 
group of hospital patients, and less infection 
might have been found among more protected 
families. In the latter, contact with a wider 
circle (as for example entering the army), or 
some mischance like the introduction into 
the house of a nursemaid suffering from 
phthisis, could have caused an outbreak of 
florid disease in previously sheltered persons. 
We see the same process at work today, but 
a better general standard of living including 
a healthy dietary, does much to improve 
resistance and contributes to the present fall 
in active disease. 

The graphs illustrate the decline in mor- 
tality since 1900 in those age groups with 
the greatest incidence. This satisfactory 
change especially when compared with the 
mid-century figures given above is impres- 
sive, but one must note that the curves begin 
to flatten out. Figures for the separate age 
groups are not available for the most recent 
years, but there is reason to believe that 
the last two years have in fact shown further 
improvements ; the special causes for this 
will be discussed below. 

Clinical observations provide some lively 
parallels to the statistical evidence. Tuber- 
culous laryngitis is on the way to becoming 
an interesting clinical rarity, and so is tuber- 
culous enteritis. About 20 years ago, we saw 
many cases at Clare Hall Hospital ; about 30 
per cent. of those examined post mortem had 
definite involvement of the larynx. It is true 
that then a majority of patients had advanced 
pulmonary disease when admitted, while 
today the hospital is a centre of active treat- 
ment. Nevertheless, of the thousand in- 
patients treated yearly. laryngeal tuberculosis 
occurs in less than 1 per cent. Professor 
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Pulmonary tuberculosis deaths by age and 
SEX. 


The curves illustrate the fall for the ten year 
age groups that had the highest figures in 1900. 


F. C. Ormerod draws attention to the decline 
in this disorder, noting that the fall began 
about 20 years ago: clearly, therefore, one 
cannot give the credit to streptomycin or to 
such recent remedies. A similar trend has 
been -noted in America——it may even have 
Started earlier there. 

It seems most likely that the progressive 
decline in tuberculous laryngitis and enteritis 
is due to the progressive increase of collapse 
therapy, i.e., to the determined attempt to 
close cavities in the lung. It was realised 
years ago that if the pulmonary disease could 
be controlled, tuberculous laryngitis would 
heal ; active treatment has, therefore, been 
able to prevent the onset of such disease in 
many patients. Even in those who succumb, 
we see less often the painful ulcerations of 
throat and bowel formerly so common. 

Tuberculous laryngitis and enteritis are due 
to direct inplantation of tubercle bacilli in the 
mucosa of the affected organs. Heavy 
contamination by large amounts of sputum 
passing over the mucous membrane is a 
potent factor, the bacilli possibly lodging in 
a traumatised area of the mucosa. Most 
patients with these disorders expectorate 


much sputum derived from cavities and this 
sputum contains many bacilli. Millions are 
present in each millilitre for even sputum 
with few visible bacilli in several microscopic 
fields probably contain about 10,000 per ml. 
In 1935, it was necessary to destroy about 
4,300 mls. of sputum daily for every 100 
patients in Clare Hall Hospital ; today the 
quantity is approximately 330 mls. Though 
there were then more advanced cases, the 
significance of such a difference in the fall 
of the population of tubercle bacilli is 
obvious ; if the figures have wider validity, it 
is clear how opportunities for infection have 
declined. This may be a crude way of esti- 
mating the risk, but it points to a fundamental 


fact--the population of bacilli has fallen. 

luberculin tests also point to the same 
conclusion. Recent surveys have shown that 
a smaller proportion of the population in 
the younger age groups are tuberculin posi- 
tive. The Medical Research Council’s 
recent enquiry revealed that about 73 per 
cent. of young persons of 19-20 in certain 
northern urban areas are now tuberculin 
positive, about 64 per cent. of those in rural 
areas, while in some southern urban areas 
of England and Wales the figure is 59 per 
cent. Strictly comparable figures for earlier 
years are not available, but it is probable 
that they would have shown a higher inci- 
dence of infection. Even more striking are 
the findings of Myers, in Minnesota. Forty 
per cent. of young women recruited as 
student nurses were found in 1932 to have 
positive tuberculin reactions ; in 1946, only 
10 per cent. of those entering the nursing 
school were positive. This represents fairly 
the remarkable drop in tuberculous infection 
among young adults in the middle Western 
States. In Canada, only 20 per cent. of 
thése under twenty are positive. 


Bovine tuberculosis also appears to be on 
the way out. Here again the U.S.A. has a 
notable story. A determined Federal policy 
has eliminated tuberculin reactors from 
herds of cattle in all States. In 1915 the pro- 
portion of infected cattle was about 5 per 
cent. ; in Britain the problem is more diffi- 
cult as there are still about 30 per cent. of 
cows infected. The Americans consume 
more milk per head than the British, but 
tuberculosis due to bovine bacilli is almost 
unknown among them. Even soldiers need 
milk, but the quality of the milk supplied 
from some British cattle was a source of 
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anxiety to the Medical branch of the Ameri- 
can forces encamped here during the war. 
Nevertheless, progress has been made at 
home, and the policy of developing areas 
where all herds are tuberculin negative is 
bearing fruit. It is hoped by ten to 20 years 
to have removed all reactors from British 
herds. Several large districts have already 
eradicated tuberculous herds and the map 
shows that a number of counties had already 
achieved a low incidence of bovine tubercu- 
losis in 1946. 


Incidence of tuberculosis in cattle. 
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implement the policy. The table deals with 
abdominal tuberculosis, which is largely due 
to ingested bacilli, infected milk being the 
chief source. 
Abdominal Tuberculosis 
Death rates per million children under 5 
1921 1930 1938 1944 

London Administra- 

tive County fk 12 6 
Combined County 

Boroughs ... ] 63 35 
Combined Rural 

Districts ‘ ssa 25 2 63 


890-631 
630-561 
560-486 
485 -421 
420-391 
390-295 


Human death rate (per million) from tuber- 


culosis, in comparable country districts. 


These blocks are reproduced by kind permission of the Lancet. 


Meanwhile in the great towns, bovine 
disease in human beings has markedly 
declined. This has followed a more general 
pasteurisation of the milk supplied in towns. 
The experiences recorded in the table 
illustrate the effectiveness of this policy. In 
the County of London, most milk is delivered 
by a few large organisations whose milk is 
heat-treated ; probably about 95 per cent. 
of the milk is pasteurised. In other great 
towns, a considerable volume of milk is also 
pasteurised (over 50 per cent. by 1938), while 
in rural areas, it is obviously difficult to 


Hence, in London, bovine tuberculosis in 
man is now a rarity; any cases which are 
discovered are likely to have acquired the 
infection in a country district. 

What are the causes of this decline in the 
mortality from tuberculosis, and in the inci- 
dence of tuberculous infection ? Has treat- 
ment been an efficient cause in lowering the 
death rate ? Clearly the number of infecting 
bacilli has been reduced. For bovine infec- 
tions, this has been achieved by the removal 
or slaughter of infected animals, or the 
destruction of bacilli in their products, 
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Public health policy in the broadest sense 
must be credited with the improvement in 
human tuberculosis ; amelioration of poverty 
and the betterment of standards of living 
have played the vital part. Improved 
nutrition is a powerful influence in raising 
resistance to the disease. Good feeding :s 
the most important gain of adequate income, 
and money spent on i ‘‘d is the first casualty 
of a falling family bueget. Hart and Wright 
demonstrated clearly tne inverse relationship 
between real wages and tuberculosis mor- 
tality. The decline in poverty must, there- 
fore, be given the chief credit—all ir :ences 
which raise the value of a family income 
contribute. The rationing system of the war 
period saved many from tuberculous disease, 
and school meals and free milk make a real 
contribution to the campaign against tuber- 
culosis. 

Despite the decline in total mortality, the 
case mortality for long remained fairly 
constant—i.e., if a man developed tubercu- 
lous disease his chance of survival was no 
better than his father’s. Recently this is no 
longer true. It seems as if present treatment 
is beginning to have statistical as well as 
individual value. A few years ago treatment 
may well have prolonged many lives and 
saved some, but not enough to yield detect- 
able effects in the case mortality of the 
population as a whole. During the last two 
years the fall in mortality is greater than 
might have been expected with the previous 
trend, and it is probable that the wide use 
of chemotherapy and other methods of treat- 
ment have diminished the numbers dying. If 
the total number of bacilli in circulation has 
been diminished (as seems likely) by the 
control of cavitary phthisis, then we may 
expect further gain. 

It might be thought that as increasing 
numbers of children and adolescents became 
tuberculin negative, showing no evidence of 
infection, and thus increasing the susceptible 
portion of the population, that there would 
be a risk of epidemics of tuberculosis among 
them and that the death rate would tend to 
rise again. In fact, provided the social con- 
dition of the people remains good, progress 
in the elimination of tuberculosis seems to 
continue. Wade H. Frost, an American 
epidemiologist, analysed the mortality figure 
of “ cohorts ” of the population. All persons 
born in a given decade were defined as a 
cohort. He prepared curves which described 
the experience of each cohort in regard to 
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tuberculosis, recording the death rates of 
each cohort at successive ages. The curve 
for each lay parallel to, but below its pre- 
decessor. Hence there is no reason to cease 
the attempt to banish the tubercle bacillus 
with the idea that a certain pool of infection 
is necessary to stimulate racial resistance. 

We can, therefore, discover much evidence 
to support the opinion that tuberculosis is 
disappearing from communities with good 
social conditions, and that the fall in mor- 
tality is parallel with improvement in the 
State of the people. While such evidence is 
encouraging, we must not neglect other facts 
which call for caution. Favourable features 
are noted in those well organised com- 
munities which have recovered from the 
strains of the war. Social disorganisation 
leads to rapid disintegration of the tubercu- 
losis front. Holland had a low death rate 
before the war—almost the lowest in Europe 

-but during the occupation it doubled, and 
in Amsterdam rose to thrice the pre-war 
figure. Fortunately the dangerous period 
was relatively short, and she has more than 
regained the favourable position previously 
enjoyed. But Holland has a high standard 
of living and good social and public health 
services. In large areas of the world condi- 
tions are the reverse of favourable and public 
health services are rudimentary or non- 
existent. Satisfactory statistics of the inci- 
dence or mortality from tuberculosis in such 
areas are unobtainable, but there is good 
evidence that tuberculosis is a grave cause 
of disease and death. Communications are 
increasing, and everywhere the tendency is 
for the countryman to migrate to the town ; 
many susceptible persons are thus submitted 
to increased risk of infection in adverse 
circumstances. It is said that in India the 
incidence of tuberculosis is mounting—the 
average income per head is falling. In such 
a country, the extension of disease foci 
remains a threat to more favoured parts of 
a world in which there is increasing pressure 
on nutritional sources. 

Even in Western communities a tempered 
optimism is necessary. Brownlee suggested 
some years ago that we are on the declining 
slope of a long epidemic wave of tuberculosis 
which reached its height at the beginning of 
last century. We may be near the trough. 
Fortunately, we have yet to exploit to 
the full modern advances in prevention, 
like BCG, or in treatment, such as strepto- 
mycin, and there is hope of finding more 
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successful remedies. These defensive 
measures may ensure continued progress 


and have probably aided the marked im- 
provement of the last two years. Moreover, 
once we reach the position that less than one 
new case arises from each open case, the 
balance is weighted against the bacillus, and 
tuberculosis could become as preventable as 
typhoid fever. On the other hand, a falling 
standard of nutrition due to war or social 
disorganisation looms as a potential stimu- 
lant to tuberculosis. Even in flourishing 
societies, there remains a hard core of tuber- 
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culosis, consisting of patients with chronic 
untreatable disease. Such patients are often 
the less intelligent and least orderly, as well 
as the poorest members of the community. 
“ From some crater in the depths of society, 
among the most wretched poverty and 
misery, unemployment and imbecility, the 
fountain of tuberculous/infection is thrown 
up through the comn@$nity and seizes on all 
who are susceptible.” 

Tuberculosis is declining in Britain; but 
will it disappear ? 


A CASE OF DEPRESSED STERNUM, WITH AORTIC 
REGURGITATION 


by GEOFFREY BouRNE, M.D., F.R.C.P. 


fis case illustrates the diagnostic value 
of certain basic cardiological principles, and 
also draws attention to the effect of a 
Shallow thorax upon cardiac physical signs. 

The patient was a woman aged 35 who 
was seen for an opinion as to suitability for 
a general anesthetic. She had had diphtheria 
at the age of five and was in hospital for 
three-and-a-half months. She had an attack 
of acute rheumatism at the age of 11 and 
remembers that her left shoulder was 
affected. She was not allowed to play 
games at school, and since then has noticed 
palpitation after exertion or with excitement, 
She walks normally for two or three miles 
and can climb hills, but thinks that she gets 
slightly more short of breath than other 
people. She works normal hours as a 
secretary in town, travelling to and from her 
home without symptoms. Her general life 
is reasonably normal. 

On examination she was seen to have a 
very marked degree of funnel chest or 
depression of the sternum. The antero- 
posterior diameter of the chest at the level 
of the fourth space from the centre of the 
sternum to the centre of the spine and 
behind measured 13.0 cm. or 5! inches, as 
compared with the normal figure for her age 
of 19.0 cm. or 7§ inches. The apex beat 
was in the sixth space, and as far to the 
left as the anterior axillary line, and the 


murmur of aortic regurgitation was heard 
down the left border of the sternum but no 
mitral murmurs were audible. These two 
signs would at first seem to indicate a 
significant cardiac defect. In addition two 
exocardial murmurs, systolic and diastolic, 
were present in the third, fourth and fifth 
spaces to the left of the sternum. Each of 
these two murmurs were harsh, and started 
at a brief interval after the first and second 
sounds respectively. The systolic exocardial 
murmur completely disappeared when she 
took a deep breath. The blood pressure 
was 138/84. No abnormalities were found 
in the abdominal organs. 

Radiologically, in the antero-posterior 
view the heart was seen to be displaced as 
a whole to the left, the right border of the 
spine being visible as a straight line through- 
out the thorax. In the left oblique position 
instead of the left ventricle being to the left 
of the spine or possibly just overlapping it, 
most of the left ventricle was visible to the 
right of the spinal shadow and little of the 
heart was visible to the left of the spinal 
shadow. The dark shadow of the depressed 
Sternum was visible in the left oblique view. 

In recapitulation, the typical high-pitched 
diastolic murmur down the left sternal 
border indicates the presence of aortic 
regurgitation; the position of the apex beat 
is displaced downwards and to the left; 
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sternal depression is well marked; a harsh 
systolic and a diastolic murmur, harsher 
than the aortic diastolic murmur, are 
present. 

Evaluation of the physical state of the 
heart depends upon the correct interpreta- 
tion of these signs. 
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inspiration. The true reason for the dis- 
placement of the heart is not enlargement 
of it, but because the thoracic antero- 
posterior diameter is so greatly diminished 
by the depressed sternum, that the heart has 
been squeezed away from its normal nearly 
central position into the left posterior thorax 





Postero-lateral Displacement of Heart. Spinal Border visible throughout on Right Side. 


Line of Depressed Sternum borders Cardiac Shadow in Left Oblique. 


Left Oblique 


shows more Rotation than usual. Heart would otherwise appear further to Right of 
Vertebral Column, as shown in Description of Screening Examination. 


The most important step is the realisation 
that the normal blood pressure (138/84) 
indicates that the aortic regurgitation is so 
slight as to have no effect upon the size of 
the heart, which remains normal. The 
abnormal position of the apex beat is there- 
fore due to some other cause. Mitral 
regurgitation cannot account for this because 
there is no blowing apical systolic murmur 
conducted into the axilla. There is no 
hypertension. No pulmonary or pleural 
cause for cardiac displacement is apparent. 

The to and fro murmurs in the third, 
fourth and fifth spaces to the left of the ster- 
num are exocardial, because they follow the 
first and second heart sounds respectively 
at a slight interval of time, because they are 
harsh and brief, and in the case of the 
systolic sound because it disappears on full 


The sternal depression alone is thus respon- 
sible for the abnormal position of the apex 
beat and for the exocardial murmur. 

The final conclusion was that since there 
was no. cardiac enlargement, and no 
significant valvular disease, the heart could 
be regarded as normal, in spite of the mur- 
mur of aortic reflux and the displacement 
of the apex beat to the left anterior axillary 
line. 

The symptoms do not suggest any limita- 
tion of cardiac efficiency. They are of the 
effort syndrome variety, which condition is 
so commonly seen in people who have been 
made heart conscious by themselves, by 
their doctors, or by some physical cause. 
The patient was pronounced fit to lead a 
nermal life, and capable of taking a general 
anesthetic without risk. 
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SIK PENDRILL VARRIER-JONES (1883-1941) Kt. M.A.(Cantab) F.R.C.P. 
Founder and First Medical Director of Papworth Village Se*tlement. 
hy Owen Ciarke, M.D 


Senior Medical Registrar, Papworth 


IN a life devoted to the care of the tuber- 
culous Sir Pendrill Varrier-Jones developed 
a new concept of the responsibility which 
rests on a physician not only to restore his 
patient to health but, if necessary, to ensure 
the possibility of future economic security. 
For this bold 
work he must be 
included 
amongst the 
highest of those 
whose greatness 
has earned a 
permanent place 
in the history of 
medicine. As a 
result of his 
study of the 
natural history 
of phthisis, he 
propounded the 
principle that 
although active 
medical treat- 
ment is of the 
first importance, 
there comes a 
time when 
further progress 
depends upon 
the stimulus 
which can only 
come from a 
return to work, 
and that this 
work must be 
satisfying 
to pride, useful 
to the community, and with promise of 
future independence within the usual struc- 
ture of a family society. To Varrier-Jones 
the family was always the important unit, 
and he realised that the misfortune of illness 
must not be allowed to disrupt the happiness 
of that unit. 

During the past decade the developments 
of chemotherapy and thoracic surgery have 
greatly improved the prognosis of pulmonary 
tuberculosis, but even today there persists a 
sense of frustration at the incompleteness of 


Sir Pendrill 





V arrier-Jones 


the results of modern treatment. The pur- 
pose of the treatment of pulmonary tuber- 
culosis does not differ from that of any 
other disease ; it is to restore the health and 
vitality of the patient so that he may return 
to a life of economic independence in the 
happy circle of 
his own family. 
Anything which 
falls short of 
this goal is in- 
adequate. 

Dr. Pendrill 
Varrier - Jones 
understood _ this 
principle. He 
did more than 
understand it; 
he practised it, 

Born in Wales 
in 1883, the son 
of Dr. Charles 
Morgan Jones, 
he showed 
throughout his 
life that restless 
energy and in- 
tolerance of 
mediocrity which 
often character- 
ises the Celt. He 
was educated at 
Wycliffe College, 
and went as a 
foundation 
scholar to St. 
John’s College, 
Cambridge, 
taking Ist class honours in Part I of the 
Natural Science Tripos in 1905, and Part II 
in the following year. His clinical training 
was done at St. Bartholomew’s Hospital, 
where he qualified in 1910, was a Wix Prize- 
man, and house physician, before moving to 
Cambridge in order to do research work in 
connection with tuberculosis. It was at 
Bart.’s that he first realised the gulf which 
divided the principles of the text book from 
the possibilities of practical medicine, and 
this influenced his later career when he was 
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faced with the problems of the subnormal 
abilities of the victims of chronic phthisis. 

The vital step which was to prove so 
decisive for himself and of such value to 
medicine, however, was taken accidentally 
when, in 1914, he agreed temporarily to 
undertake the duties of the County Tuber- 
culosis Officer for Cambridge. As soon as 
he started to treat the patients with pul- 
monary tuberculosis he realised that the 
problem for these men and women was not 
merely to overcome their disease but to over- 
come their disability. Clinically the illness 
could be arrested, but it was impossible for 
the patient to find any suitable employment 
by which he could continue to earn his living. 

“T had been taught, and the text books 
were full of it, that a consumptive should 
obtain a light job in the open air. I reiterated 
this advice .. . I had been taught that a 
nourishing diet was absolutely essential for 
combating the disease ; that fats, preferably 
in the form of cream, should be liberally 
served, and that altogether a generous diet 
should most certainly be prescribed... I 
advised all this and yet little success attended 
my efforts. The patients returned again and 
again for further examination and advice. 
They lost weight, very soon their general 
condition was worse than before they were 
sent to sanatorium. Why did this state of 
affairs exist? I put the question squarely 
to myself, and in time I got the answer.” (1) 

Thus Dr. Varrier-Jones described in his 
own words the problem which he faced, and 
which still confronts the chest physician of 
today. 

The idea of an industrial colony for 
arrested cases of tuberculosis had been first 
put forward in the U.S.A. by Dr. Herman 
Biggs in 1910, who believed that such a 
colony could be self-supporting. Varrier- 
Jones determined to prove it because he felt 
sure that the difficulties which might arise 
would be trivial compared with the “ hope- 
lessness of finding employment for the con- 
sumptive in mill or factory, in workshop or 
on the land.” 

It was necessary to build the environment 
in which his patients could continue to thrive 
after they had been treated, and with this 
purpose he started, in 1916, a small colony 
in the village of Bourn, near Cambridge, 
where six patients, in the care of a nurse, 
built the very chalets in which they lived in 
the garden of a small cottage; as more 


shelters were made they were able to accept 
more patients until in two years the garden, 
and the nurse, were exhausted. 

Such was the start, and even the imagina- 
tion of that great pioneer can hardly have 
foreseen the steady growth of his little 
experiment into the hospitals, hostels and 
factories which today flourish at Papworth, 
producing goods of such craftsmanship that 
they are sold in all the markets of the 
world. 

“ Work creates hope ; hope creates vitality ° 

Varrier-Jones has recorded how gratifying 
it was to see the clinical improvement which 
resulted when these men were given work 
and hope, and by 1918 it was obvious that 
the colony must find room for expansion, or 
remain as a small institution without progress 
and therefore without life. By good chance 
he was able to acquire the estate of Papworth 
Hall, and it is around that centre that 
Papworth Village Settlement has _ subse- 
quently grown. 

THE GROWTH OF PAPWORTH 

“If only they would pay attention to 
principles and leave the details to look after 
themselves.” 

This comment by Varrier-Jones was made 
in later years, and referred to the French 
attempt at Clairvivre to apply the example 
of Papworth ; he prophesied its failure from 
the start, and the reason that he was right 
was that the fundamental principles had been 
ignored. Varrier-Jones was himself a power- 
ful and dominating personality ; yet he knew 
that for a community to thrive it must grow 
slowly and naturally, being painfully built 
according to its own demands and by the 
work of those who form the individual cells 
of its structure. The industries grew for the 
benefit of the people, and the hospitals were 
built by the colonists of Papworth as part 
of the vital growth of that living community. 

In these early days there were, of course, 
many problems to be solved, many diffi- 
culties to be overcome, and Dr. Varrier- 
Jones received invaluable assistance from 
eminent members of the profession in 
London as well as his colleagues in 
Cambridge and in the village. Of the former 
the names of Mr. Gask of Bart.’s, and later 
Sir James Paterson Ross spring together with 
those of Sir Arthur McNalty and R. O. 
Ward, foremost to mind, whilst in Cambridge 
he received much help and encouragement 
from Sir Clifford Allbutt, Sir German Sims 
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Woodhead and Sir Humphrey Rolleston ; in 
the village Dr. L. B. Stott as Chief Medical 
Officer, and Miss K. L. Borne, the Matron, 
carried the burden of the clinical care of 
patients and settlers, and without their un- 
Stinjing work and loyalty the task of Varrier- 
Jones would have been hard indeed, if not 
in fact impossible. 

And what of the patients and colonists ? 
Varrier-Jones knew that the success of his 
work would depend upon the confidence of 
the patients that their medical condition re- 
mained of permanent importance, and they 
were, therefore, allowed to work only limited 
hours strictly according to the advice of their 
medical officer. If further treatment was 
required they would return to the wards for 
as long as required. 

In the Industries, a proportion of fit labour 
was employed for the heavier tasks; the 
maximum use was made of machinery to 
avoid fatigue, and by his daily inspection of 
the factories he gave personal supervision 
to the type of work being done and the 
response of the individual patients to their 
work. In due course, when a man had 
proved himself medically stable, he was con- 
sidered for colonisation and permanent 
settlement, and I cannot do better than quote 
Varrier-Jones’s own words on the problem 
of selection 

“I come now to the vexed question of 
selecting cases for permanent settlement after 
sanatorium treatment. I have seen it alleged 
that we settle cases who are hardly ill at all, 
so that we can squeeze a lot of work out of 
them and achieve a showy but ephemeral 
success. Such statements are a tribute at 
once to the ignorance of their authors and to 
the degree of success that has been achieved. 
We do not want to settle “ early ” cases, for 
whom sanatorium treatment alone may 
suffice. Our aim is to settle patients whose 
lung tissue is so permanently damaged as to 
make it impossible for them to stand 
ordinary industrial conditions without col- 
lapse.” (1) 

Treatment, rehabilitation, and settlement 
if necessary——these were the principles of 
progress, and that triad is unaltered today 

VARRIER-JONES AS A CLINICIAN 

Much has been written about the adminis- 
trative difficulties of starting a village settle- 
ment, but less thought has been given to the 
clinical ideas of the doctor who was its 
Director. He realised clearly that the anti- 
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tuberculosis schemes at that time were un- 
balanced, being directed towards only one 
section of the problem; they were “all 
middle and no ends.” 

Despite elaborate arrangements for the 
treatment of established disease, early 
diagnosis was prevented by the dread fear 
in the hearts of men and women to whom a 
diagnosis of “ consumption” implied social 
and economic disaster unrelieved by any 
hope for the future. 

“ We are saying to the early cases : “We 
cannot promise to cure you and you may 
lose your job ; but do come out of hiding,’ 
and we wonder why they remain hidden 

Ihe diagnosis of pulmonary tubercu- 
losis spells calamity, and the reasons for the 
failure of early diagnosis lie in human nature 
and in economics We must get our- 
selves into the position to say : * Accept 
treatment, for even if. we cannot cure you, 
we can make you better, and if you lose 
your job we will give you a new one ’.” (1). 

These remarks ring as true today, in the 
era of mass miniature radiography, as they 
did in 1935, and the responsibility on the 
profession is as great. 

[Three decades ago the true purpose of the 
sanatorium was being thwarted, as it is 
today, by the necessity to find some accom- 
modation and segregation for men and 
women who did not require active treatment 
and yet could not resume their normal 
occupation. Although Sir Pendrill under- 
stood and used every modern form of active 
therapy, and appreciated the importance of 
rest during the active stage of the disease, he 
rebelled against the common habit of pro- 
longing inactivity after the disease was 
quiescent, which only led to the demoralisa- 
tion of the individual. He knew that a 
demoralised man is an unemployable man, a 
burden to himself and the State, and a per- 
manent rebuke to his physician. 

“ We, as medical men, must accept a great 
deal of the blame for producing the unem- 
ployable consumptive. We have a responsi- 
bility towards the man which we ought to 
discharge. since his mental condition is 
largely of our own making. We knew, when 
we accepted him for sanatorium treatment, 
that no ‘cure’ could be expected, but we 
insisted on keeping him immobilised for 
months. in some cases for years, during 
which time he was thoroughly instructed in 
how to avoid exertion (such patients) 
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become convinced that if they are to avoid 
fatigue (as the doctor insists) idleness must 
be their portion for the rest of their lives, 
and some become so demoralised that 
nothing but frequent terms of treatment will 
satisfy them. 

This destruction of moral fibre is un- 
doubtedly a fact which should gain more 


therapy to attain the maximum benefit from 
treatment. But when all this has been done 
the responsibility still rests on the doctor to 
ensure the necessary arrangements to help 
that man or woman to regain economic 
independence at whatever level of activity 
may still be possible. It remains his duty to 
complete his treatment by providing security 





View of Papworth Village from the air showing Papworth Hall and the hospitals in 
the background, and in the foreground the Coach-building Department and Cabinet 
Making Department. Most of the residential area is not shown. 


attention than it does at present but .. . it 
is bound to be imperfectly realised so long 
as there are physicians who make the mistake 
of concentrating upon the damaged organ 
rather than upon its host. 

We are responsible for this wreckage 
and we have no right to contrive the de- 
moralisation of these people.” (2). 

Thus he wrote in one of the last articles of 
his life, published in fact after death, and in 
it he summed up his principles of the treat- 
ment of pulmonary tuberculosis. Early 
diagnosis must be constantly pursued and 
followed up by all forms of modern active 


of employment, security of medical control, 
and security of family and social life. 
THE REWARDS OF SUCCESS 
The organisation and development of such 
an enterprise demanded a business ability 
that could understand the whole complexity 
of the problems, and a mind which could 
range beyond the scope of the immediate 
difficulties of each day. Dr. Varrier-Jones 
showed that he had a mastery of the 
economic and industrial problems which 
equalled his understanding of the medica! 
requirements, and in addition he used the 
full force of his personality to attract the 
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large sums of money which were necessary 
for development. 

Papworth grew rapidly, and in his 23 years 
there he saw the completion of a complete 
modern hospital of 200 beds, five large fac- 
tories capable of absorbing a thousand 
employees, and the houses and hostels 
necessary for a village population of 1,200 
people. 

He believed that the Settlement would 
grow because of the growing need for the 
Settlement, and that thereby the result would 
be permanent. The future confirmed this 
belief. . 

The fame of his success soon brought 
other demands, and he was always ready 
to help other causes for the crippled or 
handicapped worker. He did much to 
establish at Enham a similar colony, which 
is now allied to Papworth; he played a 
major part in re-organising the British 
Legion Colony at .Preston Hall, and he 
advised on the foundation of the Peamount 
Settlement in Dublin. 

As early as 1927 he gave the Mitchell 
lecture on the subject of village settlements 
for the tuberculous. He gained his 
M.R.C.P. in 1929, was elected a Fellow of 
the College in 1934, and in 1939 he was 
awarded the Parkes-Weber prize for tuber- 
culosis. 

The real recognition of his work, however, 
came in 1931 when he was knighted for the 
national importance of the example and 
success which he had achieved at Papworth. 

At the outbreak of war Papworth was 
ready and able to play its part in the 
industrial efforts of the country, and at the 
time of his sudden death, in 1941, he could 
see the security and future which rested 
firmly upon the solid foundations which he 
had built. 

PAPWORTH TODAY 

Any biography of the life of Varrier-Jones 
would be incomplete without a brief refer- 
ence to the subsequent progress made at 
Papworth after his death. So often, when 
the pioneer is gone, his work proves unable 
to stand alone and dies with him. Papworth, 
however, was very fortunate in that 
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Air Commodore R. R. Trail was able 
to succeed Sir Pendrill as Medical 
Director, especially since he had already 
served the Settlement as Consultant 
Physician. Under his guidance it has con- 
tinued its steady progress, and the inaugura- 
tion of the Health Service, the introduction 
of Acts of Parliament to help the disabled, 
and the Ministry of Labour schemes for 
training and rehabilitation have been adapted 
for the benefit of the tuberculous. During 
1951 more than 120 men and women were 
admitted directly into the Settlement from 
all over the country and have found that 
hope and opportunity for the future without 
which the mere treatment of the disease can 
be so cruel. 

In his lifetime Sir Pendrill Varrier-Jones 
visited the continents of Europe and America 
to preach his gospel; today, eleven years 
after his death, doctors from those and other 
lands come to Papworth to study the prin- 
ciples upon which his success was based. 

How many of us have ever thought about 
the aspirations and desires of a man crippled 
by illness? Varrier-Jones thought and 
understood them in all their complexity of 
social and economic disaster : “ We have for 
years told consumptives what to do. At 
Papworth we have gone a little further—-we 
have enabled them to do it . . . Surely that 
is a task worthy of our best endeavours, and 
of great service to the nation as a whole.” (1). 

Papworth remains as a memorial to a 
Pioneer, and his epitaph as an architect and 
builder of human life might well be that 
of another man of genius : 

“Si monumentum requiris circumspice.” 
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MEDICAL STUDENTS AND TUBERCULOSIS 


by JOHN COULSON 


Do medical students really run a greater 
risk than students in other faculties of get- 
ting pulmonary tuberculosis ?—and if so, are 
there any measures that can be taken to 
reduce this threat to their health and work ? 

Not enough evidence has been collected at 
Bart.’s yet for us to be able to answer these 
questions from our own experience. Some 
medical ‘schools and universities, particu- 
larly in the U.S.A., have been conducting 
tuberculosis case-finding programmes for 
their students for many years now, and many 
reports of their work have been published. 
Our plan for dealing with the problem here 
has to a large extent been evolved from the 
various measures they recommend. In this 
short article we can examine briefly what a 
few of them have had to say on the subject ; 
our own programme will then be explained, 
and the results it has yielded so far will be 
indicated. 

Morris (1946) considers tuberculosis to be 
the major occupational disease hazard of the 
student of medicine and sums up her ex- 
perience in these words : “ Fifty-six active 
cases of tuberculosis in 449 medical students 
in twelve years, resulted in 6 deaths and, for 
an appreciable number of others in long 
periods of semi-invalidism while attempting 
to regain their health, leaving some still 
incapacitated. An infection rate of 100 per 
cent., X-ray evidence in 16.7 per cent., a 
clinical morbidity rate of 12.5 per cent., a 
case fatality rate of 10.7 per cent., and a 
mortality rate of 1.3 per cent., developing in 
a stronghold of medicine with facilities 
available, certainly constitutes a challenge 
of sufficient magnitude to interest the entire 
medical profession in a survey of condi- 
tions in other medical institutions and hos- 
pitals.” A total of over 100 years was spent 
in recuperation in that small group. 

Lees (1947) reported that in 15 years of 
tuberculosis control at the University of 
Pennsylvania, 177 cases of pulmonary tuber- 
culosis had been found. Of these, 91 were 
amongst the medical students, and 86 from 
all other faculties. This was in spite of the 
fact that medical students accounted for only 
9 per cent. of the student population, i.e., the 
morbidity rate was about ten times greater 
amongst the medical students. Similarly, 


Myers (1937) found that though only a small 
proportion of a total student population of 
12,000 was medical students, yet all the 
tuberculosis was in this group. High 
morbidity rates amongst their students are 
reported from many American medical 
schools. Dickie (1950) found that 21 cases 
of active tuberculosis occurred in 283 
students at the University of Wisconsin 
Medical School. In a survey of the subject 
Shaffer (1950) listed five other universities 
where the incidence of active pulmonary 
tuberculosis amongst the medical students 
was between 0.8 per cent. and 3.3 per cent., 
and quotes similar figures for the medical 
schools of the universities of Copenhagen 
(2 per cent.), Paris (3 per cent.), and Buenos 
Aires (5 per cent.). 

A similar picture is given by the British 
figures. The Prophit Survey (Daniels et al, 
1948) gives the annual morbidity rate of 
active pulmonary tuberculosis for male 
medical students as 5.1 per 1000 per year, 
and for female medical students as 9.9 per 
1000 per year. This shows an enhanced risk 
compared with the figures of 1.4 per 1000 per 
year (males), and 5.5 per 1000 per year 
(females), in a control group of comparable 
age. 

More recently, Malleson (1951) collected 
and analysed the data available from a 
number of British medical schools and 
universities for the years 1944 to 1949. He 
found that though the incidence in London 
University as a whole during this period had 
been 0.11 per cent., it was 1.0 per cent. 
among the clinical medical students—nearly 
ten times higher. 

After this miserable array of figures you 
may well be wondering why you should be 
so favoured by Koch’s discriminating 
Bacillus. Without producing a_ second 
battery of statistics it would be difficult to 
weigh the various reasons that have been 
thought to account for this phenomenon. In 
a nutshell, therefore, evidence has been 
brought in favour of three factors : — 

I. (Probably generally agreed by all 
medical students.) The strains imposed by 
medical education. 

These strains (especially those of having 
it and paying for it), may play a part in 
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many cases by causing the general resis- 

tance to infection to be lowered. 

Il. Laboratory and post-mortem room 
infection. 

At one time a number of cases were 
traced to ‘nfection from tuberculous 
autopsy material, etc. With modern 
methods this hazard has been reduced, 
and is no longer considered to have the 
same significance. 

II]. Contact with tuberculous patients. 

a. Unknown cases, e.g., undiagnosed 
cases admitted for investigation, or un- 
suspected cases admitted for some other 
condition 

b. Known cases, used for the demon- 
stration of physical signs, etc 
The benefits of a case-finding programme 

have been shown to include : 

1. The early diagnosis of active cases, 
before the appearance of symptoms (Stiehm 
(1940) ), enabling 

i. treatment of a minimal lesion instead 
of an advanced one, thus ensuring the 
earliest possible return to work ; 

li. removal of the patient from his class 
before he has become an “open” 
case, and a source of infection to his 
associates. 

2. The detection of Mantoux-negative 
students, enabling appropriate measures to 
be taken for their protection in view of their 
increased susceptibility to tuberculous 
infection. 

3. Close observation of Mantoux-negative 
students when they undergo Mantoux con- 
version, so that any radiological or other 
sign of an active infection may be detected 
as soon as possible. 

4. The demonstration of any unusually high 
infection rate, should it occur, in any one 
part of the teaching course or in any one 
group of students, which could lead to the 
identification of the source of infection and 
its removal. 

The case-finding programme that has been 
followed here since October 1949, is as 
follows : 

All students, pre-clinical and clinical, 
entering the College are Mantoux-tested and 
have their chests X-rayed during their year 
of entry. Those found to be Mantoux- 
positive, with Normal X-ray, are then seen 
once a year for routine physical examination, 
weighing and chest X-ray 

Because it has been widely shown that 
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Mantoux-negative people run a considerably 
greater risk of developing active pulmonary 
tuberculosis than do Mantoux-positive, 
special arrangements are made (in addition 
to the annual routine examination mentioned 
above), for supervising the health of the 
non-reactors. The nature of this super- 
vision depends on whether they are in their 
pre-clinical or clinical years. Pre-clinical 
Mantoux-negative students are offered 
B.C.G. vaccination and this is carried out 
according to the recommendations of the 
Ministry of Health (1949). 

With regard to the Mantoux-negative 
Clinicals a different plan is followed. It has 
not been thought wise at this stage to B.C.G.- 
vaccinate students who may be in contact 
with unknown but infectious cases of tuber- 
culosis, and until the risks of such a pro- 
cedure are more fully known the plan 
adopted for them is to repeat their Mantoux 
test every three months throughout their 
clinical course, together with a six-monthly 
chest X-ray. 

It is perhaps worth explaining here that 
many observers have shown that allergy to 
tuberculin usually develops within s:x to 
eight weeks from the date of infection. 
Although abnormal radiological appearances 
may develop at any time up to two years or 
more from the date of Mantoux-conversion, 
they most commonly do so within three to 
nine months. In other words, in the case of 
known Mantoux - negative persons the 
Mantoux test is by far the quickest method 
we have of detecting a recent infection. 

With regard to students who have 
Mantoux-converted, the measures advised by 
the Joint Tuberculosis Council (1945), have 
been followed to a modified degree. They 
have a chest X-ray at the time of conversion, 
at three-monthly intervals for the following 
year, and at six-monthly intervals for the 
year after that. At the time of each of these 
examinations the E.S.R., W.B.C. and weigh- 
ing are also carried out. 

So far this programme has worked satis- 
factorily here. In 2} years 9 cases of active 
pulmonary tuberculosis have occurred (the 
number of students under observation during 
that time having been about 850), and only 
one of these presented clinically. One, a 
recurrence, was suspected after a routine 
clinical follow-up of an intercurrent infection, 
in view of the previous history, and con- 
firmed radiologically. The remaining 7 were 
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all detected in the first instance by some 
facet or other of the plan described. Of the 
nine, 5 are now back at work, and the 
average time that these five have lost from 
work due to this cause is 8 months. It will 
be understood that in order to avoid any 
possible identification of the patients, no 
further details of these cases can be given. 

About a quarter of the students arriving 
here each year are Mantoux-negative (the 
proportion is lower in the ex-Servicemen 
than in those straight from school). 

So far 63 Mantoux-negative students 
have received B.C.G. vaccination. Forty- 
nine pre-clinical students and one newly 
qualified, were vaccinated, with a Mantoux- 
conversion rate of 100 per cent. A further 
13 have been vaccinated this term, but this 
group is not yet due for post-vaccination 
Mantoux testing. No complications have 
occurred. The spontaneous Mantoux con- 
version rate amongst the Mantoux-negative 
clinical students during this time has re- 
mained constant at about 20 per cent. per 
year. 

In order to reduce still further the time 
lost from work because of tuberculosis, post- 
cure centres have been developed where 
convalescent students of all faculties can 
resume their studies under university 
teachers while still completing their sana- 
torium treatment. This idea has given good 
results abroad and has received much pub- 
licity at home. Plans have recently been 
approved for the first post-cure centre in 
this country, and a pilot scheme providing 16 
beds is now going ahead. 


SO TO SPEAK... 


Not heart failure, surely ? 
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lhe Mantoux test and the chest radiograph 
are the two keystones on which our case- 
finding programme is built. I am especially 
grateful to Dr. Kemp Harper, therefore, for 
the help which the X-ray Department has 
given since the scheme started, and particu- 
larly through the recent period of difficulty. 
1 am glad to have this opportunity of thank- 
ing the Dean and Dr. Young, not merely for 
their help with this article, but for all they 
have done to help our “one per cent.” to 
be back on the job within their “ eight 
months.” 
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Proy. 
Cam- 


Vaccination 
Memo. 


Tuberculosis as an occupa- 


Am. Rev. 


“At length the patient dies, with a pulse which cannot be felt at the wrist, or 


even at the elbow.” 
Definition 


A drug is a substance which when injected into a cat produces a paper. 


Testimonial 


“Mr. John Howkins has submitted the last edition to his customary critical analysis 


and has also been of great help.” 


From a Case history 


a Preface. 


readmitted for trans-urethral resection of prostate, which had been delayed due 


to an electrical defect in the apparatus.” 


a short circuit operation ? 
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* ARE EXAMINERS REALLY NECESSARY ?” 


THOSE whose examinations are safely be- 
hind them are always ready to advise us 
toiling masses on their own _ infallible 
methods for dealing with examiners. 
“ Examiners,” wrote one eminent surgical 
pundit, “ are really quite human.” Are they 
indeed ! Would any kind-hearted, fatherly 
individual have considered for a moment 
setting such a question as: “ Discuss the 
physiology of sleep”? I remember turning 
over my physiology paper and being struck 
with acute mental cloudy swelling on read- 
ing this as the first question. The horror of 
that moment still keeps me awake at nights, 
and before I took my Pathology paper I was 
kept awake in the daytime too worrying 
whether the first question would be: 
“ Discuss the pathology of insomnia.” 

There are even examiners in Public Health 
who really believe that Public Health is 
important. Mention of this subject brings 
to mind another frequently offered piece of 
wisdom : “ Don’t worry about Public Health 
and Forensic Medicine,” say the clever boys, 
“*yvou can read it up the day before the 
exam.” I did: and now have six months 
more to disregard this advice. 

“If you haven't the first clue about a 
question,” counselled another Yobo 
(L.M.S.S.A.——just !), “write down some- 
thing that you do know. Much better to put 
down something than just leave your paper 
blank.” I said I thought it more likely that 
the examiner would deduct 20 marks. “ Not 
if you go about it the right way,” he replied. 
“ Examiners, even if they do lag behind a 
bit in evolution, still have some of the weak- 
nesses of human nature. Now, find out who 
your examiners will be and read up all their 
most recent papers. Just write down one of 
these as the answer to the question which 
stumps you, trying to give the impression that 
you realise that it is the question he really 
wanted to ask. The fellow’s bound to be 
tickled pink that somebody reads his literary 
efforts. You'll get some marks alright ! ~ 
I discovered that Dr. Giggleswick was one of 
my examiners, read his recent paper on the 
treatment of universal narcolepsy in the 
Mbongo tribe of Uganda by cold water 
douching and duly wrote this down as my 


answer to the question, “ Discuss the treat- 
ment of Anarcosis ” (well, would you know 
anything about anarcosis ?). Came the oral 
exam. and I found myself facing a benevolent 
gentleman who alternately looked at my 


_ written paper and at me over the top of his 


glasses. “I am indeed distressed,” he 
remarked eventually, “that my paper in 
“ The Scalpel” seems to have been capable 
of being misunderstood. I thought that I had 
shown quite clearly that cold water douching 
is not the treatment of choice in anarcosis.” 
No ! Some people are fated to fail first time. 


Then there was the registrar on a ward 
round who announced: “It is highly in- 
advisable to mention signs or diseases named 
after prominent men of the past, unless you 
know who these men were.” This pearl of 
wisdom proved rather difficult to put into 
practice. There are quite a considerable 
number of such names, and nobody has yet 
thought of publishing a book of “ Thumb- 
nail Medical Biographies.” I resolved to 
concentrate only on those Bart.’s men, whose 
names would be passed on to future genera- 
tions by reason of their diseases, signs and 
tests. My enthusiasm soon waned, however, 
when I appreciated that this research would 
take up the whole of my _ three-months’ 
revision period, and the day of the examina- 
tions arrived with my knowledge of famous 
Bart.’s men limited to Percivall Pott and 
Paget. 


I faced my examiner in the Gyne. viva, 
and everything went beautifully until I was 
asked the treatment for Stress Incontinence. 
I was stumped. “Oh, come now,” coaxed 
my tormentor, “surely you can think of an 
operation devised by a member of your own 
hospital’s staff, and known throughout the 
world.” As a Bart.’s man my bosom swelled 
with pride at being even vaguely associated 
with a world-famous surgeon. I thought of 
Thymuses (or should it be Thymi, Thymus or 
Thymoi ?), and sympathetic chains, and 
shells in German soldiers ; in fact I could 
think of names associated with every diseased 
part of the body except sphincters. I had 
met my Abadan, and was coldly dismissed 
by the examiner, As I walked out I heard 
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the wretched fellow muttering some well- 
known verses : 
“You are old, Father Wilfred,” the 
anesthetist said, 
“ And your wisdom is now at its height. 
Yet you tilt this poor patient right up 
on her head, 
Do you think, at her age, it is right ? ” 
“In my youth,” Father Wilfred replied 
to the lad, 
“I feared they might not stand the 
strain. 
But now, if the stress makes them leak, 
then by Gad, 
I can sling them again and again.” 
And the moral? Regard all examiners 
with suspicion—until the day when you 
become an examiner yourself. You will then 
suddenly realise what jolly good fellows 
examiners really are. And as for students 
the less said the better ! R. G. DLN. 


Physiological Society 

THE society has been addressed by a number 
of distinguished persons during the past six 
months and it is felt that a brief account 
of two of these lectures would be of wide 
interest. 

Professor J. Z. Young gave an address 
early in October on “The Action of the 
Cerebral Cortex.” Professor Young stated 
at the outset that he considered histological 
methods to be one of the most valuable tools 
in the hand of the cortical investigator. He 
spoke at length on the nature and structure 
of cortical tissue and dealt particularly with 
stellate and pyramidal cells. The immense 
complexity of the tissue was emphasised and 
it was shown that the number of theoreti- 
cally possible neurone paths is infinite. In 
this connection he mentioned the ephapse, 
where adjacent nerve fibres come into con- 
tact and impulses travelling along one fibre 
can modify the activity of the adjacent fibre. 
An account of histological methods used to 
delineate layers in the cortex was given with 
the conclusion that the classical description 
was quite artificial and inaccurate. He told 
of a new method being developed in which 
a given area is subjected to cathode rays. 
Each interruption of a ray is recorded on a 
counter. The number of interruptions and 
hence the number of fibres crossed can thus 
be determined. The lecture was of intense 
interest and showed how little we know of 
the mechanism of thought. 
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EXAMINATION RESULTS 
UNIVERSITY OF LONDON 
Examination for the Academic Postgraduate 
Diploma in Medical Radiology (Diagnosis) 
February, 1952 

Berezowski, A. 

Hale, B. C, 
Harris, M. A. 
Kamdar, K. N. 
Lundie, J. K. 
Muir, D. M. K. 
Wolpert, L. E. 


SOCIETY OF APOTHECARIES 
Final Examination 
February, 1952 


, Pathology Surgery 
Shah, M. C. *Stanton, T. J. 
* Diploma conferred. 
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_ Professor E. J. King delivered an informa- 

tive lecture on “Methods of Hemoglobin 
Determination ” on Jan. 15. He commenced 
with an account of numerous methods de- 
veloped over the years and compared their 
accuracy. Errors with these methods vary 
from 20-8 per cent. and the Medical Re- 
search Council set up a committee to 
investigate methods of increasing the 
accuracy of these determinations. The 
M.R.C. Grey-Wedge photometer is a result 
of their researches and combines a‘ truly 
portable apparatus with a high degree of 
accuracy. After a discussion of photometric 
principles Professor King showed that error 
using the M.R.C. photometer was in the 
region of 2-3 per cent. 

Several other lectures have been given 
and a number of films shown. One innova- 
tion took the form of a debate on the motion 
that “ The functions of the Mind are purely 
physical and that, therefore, evil Thoughts 
do not exist.” The standard of debate was 
low but the evening was voted by most to 
have been a success. One argument proved 
to be unanswerable-—-a young lady an- 
nounced that she had never had evil thoughts 
and did not know what they were! The 
motion was rejected by 17 votes. 


Several meetings have been arranged for 
next term. One worthy of especial note is 
to be given by Professor A. J. Cave on “ The 
Origin of Man,” 





MIDWIFERY FORCEPS 








The Editor 
St. Bartholomew's Hospital Journal. 
Sir, 


| have read with great interest Dr. Rutherford 
Morison’s letter in which he criticises the state- 
ment made by Dr. Matthews Duncan in his lecture 
notes. that William Smellie made “no single 
improvement in midwifery so great as to be 
worthy of being coupled with his illustrious 
name.” With the greater part of this letter | 
am in entire agreement, and | do most sincerely 
hope that it will stimulate a renewed interest in 
Smellie’s writings and teaching, in which he was 
far ahead of all his contemporaries | am, how- 
ever, unable to agree with two of Dr. Morison’s 
assertions 

(1) That Smellie invented the lock of the 
modern forceps. It is true that Smellie himself 
claimed in a letter to a surgeon in Glasgow that 
about the year 1744 he “contrived a more simple 
method of fixing the steel forceps by locking them 
into one another.” On the other hand we have 
the authority of Johannes Mulder, in his history 
of the forceps, that an instrument with a lock of 
this description, which he illustrated, described 
and measured, was invented about the year 1736, 
and was indeed in common use among leading 
London doctors about that date, or very soon 
afterwards. Mulder was unable to ascertain the 
name of the inventor of the instrument. but 
chronologically he placed it between the forceps 
of Freke of Bart.’s 1739. and Mesnard. 1741 
(Mulder, no 11, Incerti Auctoris, 1736) 

An instrument which exactly fits Mulder’s 
description is now on exhibition in the Museum 
of the Obstetric Department of the University of 
Edinburgh, labelled “ Dr. Walker’s forceps, 1736.” 
Dr. A. S. Duncan has kindly had it photographed 


for me. How it came to be there is not known. 
rhe instrument is stamped with the name of the 
maker, “ Best,” and this suggests that it was made 


towards the end of the 18th century when this 
custom of marking the origin first became com 
mon, but it is without doubt the same pattern as 
that described by Mulder 

There is some uncertainty about Dr. Walker. 
In the obituary notice of Dr. Hugh Chamberlen, 
Jun., who died June 21st, 1728, is added the 
Statement that “he was the last of that family 
who practised the art of midwifery in the kingdom, 
except Dr. Walker in Great Suffolk Street, who is 
a grandson of the aforementioned Dr. Peter 
Chamberlen.” Great Suffolk Street is now in the 
S.E.1 postal district of London 

Of the seven grandsons of Dr. Peter Chamber 
len, three are known to have been doctors ; Hugh 
Chamberlen, M.D.. who is buried in Westminstet 
Abbey: Sir Chamberlen Walker, M.D... who 
practised in Dublin and was knighted in Ireland 


in 1721; and his younger brother Middleton 
Walker, M.D... of whom nothing else is recorded 
in the family papers Another grandson was 


Admiral Sir Hovenden Walker I am driven to 
the conclusion that Middleton Walker is the only 
one who could be identified with Dr. Walker of 
Great Suffolk Street 
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CORRESPONDENCE 


It will be seen from the photographs that the 
instrument bears a closer relationship to the 
original Chamberlen forceps now in the Royal 
Society of Medicine, than do such contemporary 
patterns as those of Chapman and Giffard, which 
have very clumsy fenestrations, and most awk- 
ward incurved handles. William Douglas wrote 
that Dr. Walker “pretended to improve Dr. 
Chamberlen’s forceps. but in truth spoiled them 
by making them male and female.” In this state- 
ment Douglas was as far wrong as he could be, 
and there seems to me to be little room for 
doubt that this instrument is an example of Dr 
Walkers improved Chamberlen pattern forceps. 
It is interesting to note that Best of Lombard 
Street. London, also made Smellie’s forceps about 
the year 1750. Did he give Smellie the idea ? 




















‘Dr. Walker's Forceps, 1736.” 


(2) It was Sir Fielding Ould who first proved 
that the foetal head usually enters the pelvis in the 
transverse diameter. His explanation for this was 
published in his treatise in 1741. When Peter 
Camper attended Smellie’s lectures in 1748. 
Smellie told his class that it was the “ Irishman,” 
Ould, who was the first to describe this. mechanism, 
“which, Dr. Smellie asserts, threw great light on 
the problem for him.” It is quite characteristic 
of Smellie to be the first to give credit where it 


is due 
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Sir Fielding Ould in 1733 married Grace 
Walker, a niece of Dr. Middleton Walker, thus 
uniting two great medical families. 

| am greatly indebted to Professor R. J. Kellar 
and Dr. A. S. Duncan of Edinburgh University 
for kindly sending me full details of Dr. Walker's 
forceps, and for the photographs, which were 
specially taken: to Mr. Chamberlain William 
Walker of Knaresborough, a direct descendent of 
Sir Chamberlen Walker, M.D., for supplying me 
with information about his family which has not 
hitherto been published; and to Dr. Douglas 
Clendon, archivist and librarian of the Colcheste: 
Medical Society. for allowing me to use the books 
in the Society's library which were once the pro 
perty of Mr. H. H. Cawardine, who, in 1818, was 
instrumental in rescuing the original Chamberlen 
forceps at Woodham Mortimer Hall, now to be 
seen in the library at the Royal Society of 
Medicine 

1 am, 
Yours faithfully. 
WALTER RADCLIFFE 
Wivenhoe. Essex. 


GENERAL PRACTICE 


The Editor, 
St. Bartholomew's Hospital Journal, 
Dear Sir. 

1 would like to congratulate you on your very 
excellent article “Under the Stethoscope” in the 
Journal of February 1952 and also the other very 
excellent articles “ The Worms Eye View” and 
‘Looking Back.” 

As a general practitioner | feel these points are 
most important as it may surprise a large number 
of medical students and junior housemen to know 
that a general practitioner, especially in the 
country may spend anything up to three months 
persuading certain patients to attend hospital. so 
the day the patient actually attends a large hospital 
is often the most momentous day of that patient’s 
life and ariything that can be done to make him 
feel at home as a human being.and not a case 
is most important. 

1 was also very interested to read the obituary 
notice of Dr. W. H. Square, both in the February 
Journal and also another in the March Journal. 
Dr. Square, from these reports, was obviously a 
very fine general practitioner, being respected by 
all he came in contact with, which is shown by 
his being for many years Chairman of the Bench. 
I see that his qualifications were L.R.C.P., 
L.R.C.S., Edin., and have a feeling that in present 
times he probably would not be admitted to 
Bart.’s, as | understand these days admission is 
more easily obtained for those candidates who 
are entering for the B.M. I am making this point 
as I feel that to be a successful general practitioner 
does not depend on medical qualifications and | 
hope that those responsible for the selection of 
candidates for the medical profession will bear 
in mind the suitability of personality rather than 
pure brains. I am Conjoint only and proud of it 
too ! 

I remain, 
Your humble servant. 
B. BAMFORD. 
Ely, Cambridgeshire 
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WELSH MOUNTAIN NAMES 
The Editor, 
St. Bartholomew's Hospital Journal. 


Sir, 

Dr. Ivor Glyn Williams is of course correct. 
If you must in Welsh write, write right. 
But what hideous names these Celtic hills have ! 
Who could look at Y Wyddfa on paper and 
connect it in any way with the beauty of 
Snowdon ? This is, of course, the highest point 
south of the border and as it is almost the only 
Welsh hill with a pronounceable and spellable 
name, I don’t mind betting it was christened by 
an Englishman 1 suppose that Clogwyn 
Du’r-arddu means something to a Welshman and 
so may Pen Llithrig y-wrach, y Ddysgl or Gallt 
yr Ogof for all | know, but Dr. Williams does 
not need a second tangue to know what to expect 
from Gable, Pillar or Steeple. Grib Goch may 
have a stern, uncompromising name and Cwm 
Creifion sounds indeed like the “nameless 
combe.” Yet none has the Lakeland simplicity 
of Buttermere Moss, Stickle Tarn or Scale Force, 
none the music of Watendlath or the Dollywaggon 
Pike. Dr. Williams can take comfort, if he 
wishes, from the reflection that the Scotch are 
even worse Try saying quickly Sgirr a’ 
Mhadaidh or Stuc a Choire Dhuibh Bhig which, 
a Highlander has the satisfaction of knowing, 
means the peak of the little black bastards or 
something to that effect. Ireland fares somewhat 
better. for Errigal and Muckish, Hungry Moun- 
tain and the Poisoned Glen must surely be simply 
full of Little People. 

Incidentally. it is not only the names which are 
more attractive among the fells than in the High- 
lands or Snowdonia. Why. even the sheep look 
more intelligent and as for the natives 


Yours respectfully, 
HOGARTH. 
Portland Place. W.1. 


DOUBLE CONDUCTORS 
The Editor, 
St. Bartholomew's Hospital Journal. 


Dear Sir, 

| was very interested to read in your Journal 
the correspondence following my recent article, 
and am pleased to see that others have had similar 
experiences in the past I might amplify Mrs. 
Cooper’s letter in your December issue by recalling 
a day during the first year of the recent war when 
| was engaged in limb-fitting at Roehampton, and 
during my lunch hour dashed up to the National 
Gallery to conduct a concerto for Dame Myra 
Hess and was back again in the hospital on time 
for the afternoon session! I had this kind of 
experience many times during the war when I 
was, whenever possible, dividing my time between 
my two professions. 

I am, 


Yours truly, 


Boyp NEEL. 
Hogarth Place, S.W.5 
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BOOK REVIEWS 


The Editor 
St. Bartholomew's Hospital Journal. 
Sir. 


The ways of reviewers of books are notoriously 
unaccountable, and it is usually inadvisable for 
the authors of books to offer any remarks in 
reply. The March Journal contains, however, 
two reviews which, taken in conjunction, seem 
to call for brief comment. The works are selec- 
tions from the writings of Ambroise Paré and Sir 
William Osler, with both of which I had some 
connexion. having edited the first and contributed 
ntroductions to both. The preparation of Paré’s 
writings for the press entailed a considerable 
amount of hard work and the introduction could 
only be done at the cost of much reading and 
investigation The reviewer nevertheless does 
not even mention the editor or his introduction and 
the value, or otherwise, of his labours is only 
obliquely indicated. Of this | do not complain. 
It is an editor's business to remain in the back- 
ground. The second review, however, goes to the 
other extreme. It is suggested that my potted 
version of Osler’s career may prove more en- 
joyable and profitable to the reader than Osler’s 
own writings ! This suggestion I must blushingly 
and strongly rebut. It does far more than justice 
to me, and a great deal less than justice to Sir 
William 

Yours, etc., 
GEOFFREY KEYNES 


FOOD 
lhe Editor 
St. Bartholomew's Hospital Journal. 


Sir, 

| am aware that wherever food is cooked or 
served “en masse,” it has long been the fashion 
to consider jt the worst of its kind. However, | 
feel, now that I have had the opportunity to 
compare it with other medical college refectories, 
that criticism of the refectory at Charterhouse is 
justified. The other refectories provide a lunch 
it prices between Is. 6d. and Is. 9d., of a standard 
superior to that of the Charterhouse refectory. 
No one who uses the Charterhouse refectory could 
claim to get a full meal for less than 2s. 3d. 

The refectory charges 4d. for a small cup of 
coffee and threepence for a cup of tea, while three 
cafés in the vicinity charge 2d. or 24d. for a cup 
of tea and 34d. for coffee (in Jarge cups), and at 
two of these cafés a meal can be obtained which 
is both cheaper and better than that at Charter- 
house 

The refectory is presumably intended as an 
amenity for students, and as such should aim to 
provide food at cost price Its prices are not 
compatible with this—particularly when it is re- 
membered that cafés must make a profit to exist, 
and that the refectory pays no rent or rates 

High prices are not the prerogative of the 
refectory. College Hall is presumably intended 
to give students a place to live at reasonable cost 

-more reasonable than digs., as no profit is to 
be made. But the charge of three and a half 
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guineas a week is 12s. 6d. more than your corres- 
pondent spends on digs. and travelling expenses 
in one week. The only amenity offered that I 
do not now enjoy is that of a telephone by my 
bedside. 

I trust that these matters will be considered by 
those responsible, and hope that anyone who 
considers this criticism unjust or wishes to endorse 
it will enter this correspondence. 

Yours, etc., 


JOHN HUNTER. 
Abernethian Room. 


AN OLD WIVES’ CURE FOR HICCUP 
The Editor, 
§t. Bartholomew's Hospital Journal. 


Dear Sir, 

Some months ago | underwent a_ successful 
Operation for inguinal hernia in Addenbrooke's 
Hospital, in Cambridge. A few days after the 
operation | experienced, during the night. a most 
irritating hiccup, which must also have been dis- 
turbing to other patients in the ward. I asked 
the night nurse if she could give me something to 
stop it. She gave me something, in a tumbler, to 
drink. This apparently had no effect whatever, 
though I eventually got to sleep. Next night the 
troublesome hiccup recurred. Another nurse was 
on duty. Though not hopeful, I asked if she 
could give me something to stop it. She gave me 
something in a teaspoon. The moment I had 
swallowed it, the hiccup stopped instantaneously, 
as if by magic. There was no latent period. It 
was like using a switch to turn out an electric 
light ! When—some hours later—the hiccup re- 
curred, | asked for the same medicine. It was 
again instantaneously effective, and the hiccup 
did not recur. I asked the nurse later if she 
would divulge the secret of her magic potion. 
To which she replied, “ Oh, yes. It was a little 
vinegar and sugar.” 

Now I should like to know :- 

(1) Is vinegar, with a little sugar. often given 
for hiccup ? 

(2) Is it usually instantaneously successful, as 
with me ? 

(3) What is the explanation of its action ? 

Please note that I] did not expect the dose to 
be instantaneously effective, if effective at all. 
Its action astonished me beyond measure. An 
‘old wives’ remedy.” if effective, should in no 
way be despised. 

I am, etc., 
W. BALFOUR GOURLAY. 
Cambridge. 


: 


N.B.—The term “old wives’” is used 


figuratively 


EPITAPHS 

The Editor, 
§t. Bartholomew's Hospital Journal. 
Dear Sir, 

Seeing Christ. Burraway’s epitaph in_ this 
month’s Journal, and as I am writing a series of 
irticles on “Memorials and Epitaphs” I am 
emboldened to send you the following 
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Commemorating a Doctor 
epicure 


“ At this rude stone ye sons of Bacchus pause: 


Here lies a martyr to the good old cause : 
A doctor fam’d for most voracious parts, 
Profoundly vers’d in culinary arts ; 

Skilled in the merits of renoun’d sirloin, 
Nor less de vino prov'd a sound divine. 
Long shall the generous juice embalm his clay. 
Nor vulgar worms upon his carcass prey, 

Full many a sparkling stream his lips have quaft’d, 
But relish'd not this last and bitter draught ; 
So strong the potion prov’d or weak his head 
Here lies our doctor—-down among the dead.” 


From Dulverton, Somerset 
“ Neglected by his doctor. 
Ill treated by his nurse. 
His brother robbed the widow 
Which made it all the worse.” 





who was a great 
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From St. Paul’s, Bedford : 
“ Patience, the wife of Shadrach Johnson, 
The Mother of 24 children died in childbed 
June 6th, 1717, aged 38 years. 
Shadrach ! Shadrach ! 
The Lord granted unto thee 
Patience 
Who laboured long and patiently 
In her vocation 
But her patience being exhausted 
She departed this life in the midst 
of her labour 
Aetat 38 
May she rest from her labours. 


Yours faithfully. 
CARRUTHERS CORFIELD. 


Rustington, Sussex 





SPORT 


Monday, 18th February. 
St. Bartholomew's Hospital v. Guy's Hospital. 
it Richmond. Lost: 0—14., 

Bart’s were knocked out of the Hospital Cup 
competition by Guy’s, who won by a goal, two 
penalty goals and a try (14 points) to nothing. 

Like all cup matches, it was a hard battle, with 
plenty of vigorous tackling by both sides. Guy’s 
won because they were generally the more pur- 
poseful side, made fewer mistakes, and because 
they had a hooker who ensured that they got the 
ball from most of the fixed scrummages. 

Nevertheless, Bart’s had their moments, and the 
three-quarters. particularly Davies and Taylor in 
the centre, looked more dangerous than their 
opposite numbers. In spite of getting most of 
the ball. Guy’s never looked constructive behind 
the scrum: partly because they did not run 
straight. and partly because of some solid tackling 
by the Bart's centres. 

It was an even first half with neither side able 
to show any particular advantage. the only score 
being a penalty goal by Howells. for Guy's, from 
nearly 40 yards out. That happened fairly early 
in the game, and for the rest of the half Bart’s 
forwards. by good work in the loose and line-out, 
gave the backs the opportunity to show what they 
could do. Taylor cut through well and might 
have scored if he had not been looking round 
for support from a non-existent wing. and Clare 
once started a dangerous attack when he cleverly 
made a man over in the three-quarter line 

While Bart’s were only, and rather unluckily, 
three points down a try might have made all the 
difference. but with another penalty goal by 
W. G. Davies early in the second half. the picture 
looked different and Bart’s seemed to lose their 
sting. Guy's pack were in control for the rest of 
the match and had in W. G. Davies the best 
forward on the field. When Honey scored after 
a forward rush, one felt that justice had been done. 
Howells kicked the goal to make the score 11, and 
in what appeared to be the 46th minute of the 
40-minute second half. James picked up a Bart’s 
fumble in the corner to score a second try. 





RUGGER CLUB 


Saturday, Ist March. 
St. Bart.s v. Nuneaton. Home. Lost: 3—6. 

Nuneaton came to Chislehurst this afternoon, 
bringing a _ star-studded team. Holmes, the 
English Cap. and his two brothers were amongst 
the forwards, and in their outsides were two 
county players. Bart’s were without Clare and 
Lammiman, and. owing to five out of our avail- 
able scrum halves being injured. Peter Watson, 
a wing forward by choice, heroically filled the bill. 

Nuneaton kicked off and attacked. It took 10 
minutes for Bart's to settle down and realise that 
their opponents were not as good as they had 
magined. By this time, however. a_ penalty 
kicked by Sproul had put the home side three 
points down. The heavier Nuneaton pack 
obtained more of the ball from the scrummages 
but the handling of their backs was poor, and, as 
i result of their running across, they never really 
looked like scoring. In the line-outs Bart’s were 
the masters, thanks to the good work of Gawne 
and Graham. 

Early in the second half Nuneaton converted 
another penalty. Bart’s then attacked and their 
try came from a movement started by a forward, 
Gray picking up a loose ball and passing to 
Knipe, who. after a short run, passed to Thomas 
who ran well to score a try near the corner flag. 
The conversion failed. Bart’s were on the attack 
for the remaining time but were unable to score 
again, and the match was won by Nuneaton by 
two penalties to one try. 


Saturday, 8th March. 

St. Bart.'s v. Sidcup. Away. Won: 9—3. 

The match against the local town side was 
played on the Sidcup ground under good football 
conditions. From the start the Hospital side 
opened up the game with enthusiasm and deter- 
mination. They were rewarded early in the first 
half with a try by Havard after a solo dribble. 
Five minutes later, in a set movement from a 
quick heel, Davies “sold a dummy” to his oppo- 
site number and dived over for the second try. 
Bart’s then slackened off and Sidcup obtained 
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more of the ball, but at no time in the first half 
was the Bart's line seriously threatened 

Sidcup began the second half with renewed 
vigour and by sheer enthusiasm and judicious 
kicking kept the Hospital to their side of the field 
for the better part of the remainder of the game 
Sidcup scored a try in the corner after prolonged 
pressure on the defence. Scott-Brown was un 
lucky not to score after an excellent swerving run, 
and the pack at one time carried out a good for- 
ward rush. Against the run of play, Thomas 
scored the third Bart’s try in the corner from a 
three-quarter movement, proving that Barts 
wished the game to be open, but were allowing 
the opposition to dictate the play. 

At the Annual General Meeting of the 
club held on March 1[4th, the following were 
elected officers for the season 1952-53 : 

Captain E. D. F. Gawne 
Vice-captain : F. 1. Macadam 
Secretary L. Cohen 
Treasurer J. M. Jones 
Pre-Clin-Rep J. R. Nicholson 


ATHLETICS 


The 1951 season ran smoothly under the 
presidency of Mr. J. P. Hosford and the com- 
petent administration of the brothers Stainton- 
Ellis, to whom we express our thanks for their 
tireless efforts, in spite of disappointments and 
difficulties 

Sports Day proved great success. a record 
attendance did much to offset the effect of bad 
weather. As usual, the Dance held in the pavilion 
after the running. rounded off the day making it, 
as always, one of the highlights of the season 

In spite of the valiant efforts of A. S. Wint, we 
relinquished the United Hospital Shield to St. 
Thomas's, but like any rightful possession it will 
not be away from Bart's for long, a fact repeatedly 
borne out by historical evidence. 

The following Colours were awarded : 

K. A. Clare, P. McDonald. L. Pringle. L. Cohen, 
J. Laurent, J. A. McKinna. 

We begin the 1952 season reinforced by a 
healthy addition of new blood, determined to 
push through a sharp counter-attack, to win back 
the United Hospitals Challenge Shield. But it 
must be pointed out that the established reputation 
can only be sustained by adequate support. We, 
therefore, extend a warm welcome to new mem- 
bers of the club 

Regular trainings on Monday evenings will be 
conducted under the competent leadership of Mr 
A. H. Driver in preparation for our three main 
events 

University Championships, May 6th. 8th, 10th, 

Motspur Park. 

Sports Day, May 24th. Chislehurst. 

United Hospitals Championships, June 4th and 

7th, Motspur Park. 

We are delighted to have Mr. J. P. Hosford as 
President for another season, remembering his 
interest and assistance during 1951. A. H. Mac- 
Donald will captain the team, assisted by J. A. 
Stainton-Ellis as vice-captain. The secretary is 
L. Pringle. and assistant secretary and treasurer. 
H. Porrier. 





MENS’ HOCKEY CLUB 
“ Retrospect” 


Ihe hockey season began early in October with 
trials at Chislehurst. These were well attended 
and provided an opportunity for new members to 
show their paces. 

As a result. H. T. Shacklock has successfully 
filled the position of right-half in the Ist Eleven, 
ind P. Bliss has stoutly kept goal for the 2nd 
Eleven. Several other new members showed 
promise and have since played for the Hospital 
in one of the three elevens. 

The Ist Eleven. captained by J. A. Clappen, for 
the second season in succession. showed little 
change in its make-up from that of last year. The 
defence stood firm with J. P. N. Hicks in goal, 
D. J. Buttery and H. B. Ross as backs: the half- 
back line with J. A. Clappen at centre. and B. K. 
Arthur on the left, felt the loss of that stalwart 
Dr. J. Platt. whose position was now taken by 
H. T. Shacklock. The forwards had lost two 
fine players in Dr. J. B. Dossitor (capt.., 1949-50) 
and Dr. J. Godden, but their places were now 
filled by H. W. Whitting and A. S. Baker, the 
latter having captained the 2nd Eleven in thei 
very successful last season, during which they won 
the Junior Hospitals Cup. With that fleeting 
veteran J. W. Mellows at centre-forward. and 
E. J. Batterham and I. G. Tait filling the two inside 
positions, the team was complete. During the 
latter part of the season Dr, C. Todd played 
regularly, deputising ably in any position that 
could not be filled. 

The first round of the Hospitals Cup was lost 
to Guy’s Hospital, but not without a hard struggle 
on our home ground against mud, rain and wind, 
and what proved to be a superior side. The 
score was | 5. 

Results : Ist XI— 

Won: v. Sevenoaks. 4—I. v. Kingston Gram- 
mar School. |--). v. Westminster Hospital, 6—4. 
v. Ealing Dean. 1—0O.  v. Vauxhall Motors. 4—3. 

Lost: v. Lensbury, 0—3. v. R.N.C. Greenwich. 
O—6. v. London Hospital. 1—2. v. U.C.H.. 
3—4 v. Imperial College. O—5S. v. R.M.A. 
Sandhurst, O—2. v. Blueharts. 0-9. v. N.P.L.., 
O—1l. v. Old Dunstablians. 2—}3. v. Middlesex 
Hospital 0-1. 

Drawn: v. University College. 1-1. v. Lloyds 
Bank, 2—2. v. Hampstead, 2—2. 

To play: Five matches. 

The 2nd Eleven. under the captaincy of J. J. 
McL. Hill. drew with Charing Cross and Royal 
Dental Hospital. 3—3, in the first round of the 
Junior Hospitals Cup. and were then awarded a 
“ walk-over.” They met a much improved St. 
Thomas’s side in the semi-final round at Chisle- 
hurst to whom they lost 1—4. after a hard-fought 
battle. 

Team: Goalkeeper. R. P. Doherty: Backs: P. 
Ford. D. Hennessy ; Halves: T. Grant. J. Preece, 
M. Stanford; Forwards: A. H. MacDonald, M. 
Price, D. R. Pederson, J. J. Hill (capt.), A. Page. 
Also: P. Bliss, I. Eastwood. B. I. F. Eminson, 
C. J. R. Elliott, Dr. J. Milligan, J. S. Murrell. 
Results: 2nd XI— 

Won: Five matches Lost : Eight matches. 
Drawn: Two matches. To play: Five matches. 

The 3rd Eleven turned out and gave battle on 

three occasions before Christmas: eventually 
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beaten by sheer weight of numbers, 0—3 by 
London Hospital, and by well-aimed blows from 
the “truncheons of the Metropolitan Police 
2—5, this gallant band of men finally drew with 
“honours even.” the ™ Seige * of St. Thomas’s 

The Hockey Club would like to take this oppor 
tunity of welcoming Professor A. Wormall to the 
office of Vice-President 

BOAT CLUB 

Owing to most members of the club taking 
examinations in March or April, it was not pos 
sible to enter an effective crew for the Tideway 
Head-of-the-River on March 22nd. A four is now 
practising and they hope that by getting together 
early in the year they will be able to give a good 
account of themselves in the summer regattas and 
at Henley. In addition two eights will certainly 
be rowing this summer, and it is hoped that suffi- 
cient members will be available to form a third 
eight. New members from the Ist and 2nd years 
are particularly wanted No previous rowing 
experience is required 

Colours for 1951 have been awarded to F. R 
Spink 


BOOK 


PAINTING OUT ILLNESS by Adrian Hill. First 
Edition. 1951. Williams and Norgate Ltd., 
pp. 127 with 19 illustrations. three in colour 
Price 15s 

Adrian Hill's name is already becoming less 
familiar than is the great movement of “ Art 

Therapy ~ of which he has been the pioneer, a 

fact which reflects its gathering momentum! Mr 

Hiil. himself an artist who was struck down with 

tuberculosis. is in the best position to under- 

stand and tackle this venture. and in this book 
he tells how “ Art Therapy ~ came to be accepted. 

In these days when every patient can avail him- 


self of “Occupational therapy” “* Educational 
broadcasts,” and the admirable Hospital Libraries 
(termed “bibliotherapy” in America, | under- 


stand). it is difficult for us to imagine the problems 
of a layman who tried to interest the medical 
profession with an idea. Here is the ta'e of a 
pilgrim’s progress and how he won his way into 
the hospitals with his enthusiasm. took on the 
giants of public apathy with pen and microphone 
battled with the scepticism of the doctors. whittled 
away the prejudices of the ward sisters against oil 
painting n bed, overcame the shortages of 
materials and money. The beautifully reproduced 
coloured illustrations in this book and the de- 
lightful exhibitions of paintings from various 
sanatoria. which are held from time to time 
demonstrate Mr. Hill’s success. But the true test 
is to talk to patients who have been under his 


influence 


THE DIAGNOSIS AND TREATMENT OF 
INTRATHORACIC NEW GROWTHS, b 
Maurice Davidson. David W. Smithers and 
Oswald S. Tubbs. Geoffrey Cumberlege 
Oxford University Press London, 1951, pp 
260. figs. 170. Price 42s 

A year ago articles appeared in the medical press 
which seemed to show that cancer of the lung was 
caused by smoking, but that was a year ago. Those 
of us who modified our habits, either because we 


FENCING 

Che University of London individual champion- 
ships for foil and épée were held in our gym- 
nasium at the beginning of the month, and mem- 
bers of the club fought in both weapons. The 
sabre pools are being held later. 

In the first round of the London University de 
Beaumont Trophy we beat Kings College Hospital 
by 10-—6,. and we have now reached the final of 
this event by eliminating Kings College (Strand) 
in the second round, and Chelsea Polytechnic in 
the semi-finals The final will be fought afte: 
Easter. Beatley’s fencing in these matches has 
been exemplary. Middleton and Nye have fought 
vigorously and very well. and Tilleard-Cole has 
given a unique performance, fencing throughout 
n an orthopaedic plaster jacket. 

In the Inter-hospitals Cup we beat the London 
Hospital (holders) 11 5. but were ourselves 
knocked out in the semi-finals by Guy’s, the score 
being 9—7. In these matches, W. Beatley won 
all his fights, and in the Inter-University matches 
he gained first places for London in both the foil 
and sabre. 


REVIEWS 


thought there was something to it or our wives 
did, have by now returned to our bad old ways 
This new volume upon intrathoracic new growths, 
which is not concerned one way or the other with 
tobacco. is a delightful companion for a couple of 
long winter evenings and can safely be recom- 
mended to smokers. Its outstanding feature is its 
readability. Dr. Davidson, in his quaint and rather 
roundabout style, reviews the subject as a whole 
Professor Smithers exercises his great powers of 
ingenuity in trying to irradiate lesions which are 
far from the surface of the body and the limits 
of which cannot be accurately assessed. Tubbs 
packs many sound clinical observations into a 
small space: one feels that his chapter contains 
all that a senior student or general surgeon would 
wish to read about growths of the lungs. 

ihe appalling results of treatment. even with all 
modern facilities, in malignant disease remain a 
challenge to physicians, surgeons and _ radio- 
therapists. There has been some improvement in 
ec years, but our present weapons, even if they 
are modified and improved in the years to come, 
seem hardly to be the answer to this depressing 
p oblem 

ihe numerous radiographic illustrations are of 
good quality but unfortunately are presented as 
positive prints as is the present fashion, and must 
be difficult of interpretation by students. Surely 
some body should be given the power to order 
that all future illustrations in books and journals 

in the form of negatives, so that they may 
be appreciated by all in their usual form and not. 
as at present, only by those who have become used 
to examining radiographs of the chest of various 
exposures, sizes and contrasts. Most of the patho- 
logical illustrations are too dark. 

This volume can be confidently recommended to 
students partly for its substance and partly as an 
exercise in scientific methods. Few students will 
wish to possess a book upon so specialised a 
subject. 

NEVILLE OSWALD 
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HYGIENE, INFECTIOUS DISEASES AND 
DIETETICS, by Dennis H. Getfen, M.D.. 
D.P.H.. and Susan Tracy. M.R.C.S., L.R.C.P.. 
D.P.H.. Longmans Green & Co.. London 
pp. 276. Price 9s. 6d 

This is a new book, written primarily to provide 

a text-book for nurses, but also to supply readable 
information for teachers and students of social 
welfare The field covered ts a large one, and the 
reader will find information on such diverse sub 
jects as the design of the domestic fireplace, the 
aetiology, pathology. symptoms, varieties, compli 
cations, diagnosis, treatment and prophylaxis of 
enteric fever, and the preparation of a plain 
omelette. To cover such a field in 276 pages and 
yet to avoid a telegraphic style must mean that the 
subject matter has been rigorously selected, and if 
this is borne in mind, this book should serve the 
purposes for which it ts intended. 


R. A. SHOOTER 


A SYNOPSIS OF SURGICAL ANATOMY, by 
A. Lee McGregor. 7th Edition, 1950. John 
Wright. pp. 778. figs. 746. Price 25s 

This work follows the now familiar pattern of 
the “synopses,” and like many of the others in 

the series it has already established itself as a 

refuge for the examination-harassed. It deserves a 

better fate, for, although it is of especial value to 

the Fellowship candidate, its intelligent use 
throughout the surgical course might elucidate 
many a problem on which dim memories from 
dissecting-room days shed little light 

Special mention must be made of the drawings 
which illustrate the text. They are admirably clear 
and form a most valuable feature which will be 
ippreciated by the junior student 


CUNNINGHAM’S TEXTBOOK OF ANATOMY. 

Edited by James Cooper Brash, Oxford Medi 

cal Publications, 1951, 9th Edition. pp xx 

1.604 figs. 1.249. Price 90s 

It is seven years since a new edition of this 

classic text-book has been published, an event 
which now celebrates the Jubilee of Cunningham's 
Texthook of Anatomy and the centenary of the 
original author’s birth. In the Preface the Editor 
announces several changes in those responsible for 
the various sections, and records the death of 
Arthur Robinson, the editor of three past editions 
and the last surviving original contributor. Re- 
visions have been made in most sections, new 
illustrations and plates added. The references have 
been brought together at the end of each section 
Some may feel a nostalgia at the passing of the last 
of the epinyms but all will commend the attempt 
to standardise the anatomical nomenclature. The 
production, as one expects from the Oxford 
Medical Publications, is sturdy and of a high 
quality 


ANY QUESTIONS? Published by the British 
Medical Association, pp. 240. Price 7s. 6d. 

In 1943 the “ Any Questions?” section of the 
British Medical Journal was started and now, after 
eight years, a selection of questions and answers 
hae been produced in book form Specialist. 
practitioner and student will each glean much from 
this small volume and with its clearly marked 
sections and adequate index quick reference 1s 
possible It is hoped to publish subsequent 
volumes each year 
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4 DOCTOR’S LONDON, by Harvey Graham. 
Published by Allan Wingate. Price 13s. 6d. 

As one of a new series of volumes. that explore 
the less familiar byways of London life, history 
and tradition, “ A Doctor's London ” examines the 
London scene as it is reflected in medicine. The 
fluent style and fascinating details of the science 
ind practice of medicine are completely captivat- 
ing. The text is rich with anecdotes and sketches 
of London life from the time of Rahere to the 
present day. 

Many references are made to Bart.’s. Few will 
disagree that “they say you can always tell a 
Bart.’s man, but not much,” and most will laugh 
to see the 1949 duck eggs “queen of puddings ” 
episode in print, but is the Sasoon Unit really 

beginning to look like a model T Ford?” ; 

The volume is delightfully illustrated from old 
prints, paintings and drawings and is well produced 
Paul Hogarth’s jacket is in keeping with the high 
standard 

Harvey Graham—the pscudonym for “a well- 
known scholar-doctor "—need not fear that, like 
Servetus, he will be burned for his work. If he 
s a Bart.’s man as his familiarity with the hos- 
pital might suggest, there could be two people 
ready to assist him towards but certainly not round 
the fountain! 


FELLOWSHIP EXAMINATION PAPERS for 
the diplomas of the Royal College of Sur- 
geons, Edinburgh, 1947-51. 1951, Livingstone 
pp. 50. Price 5s. 6d. 

Useful as far as it goes, but does it go far 
enough for 5s. 6d. ? 
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and the doctor an expenditure of valuable 
A new technique is available whereby, in 


Inserting stitches in a wound causes the patient much pain 


time. 


many instances, the 


ordinary stitching of wounds can be superseded to the advantage 


of patient and practitioner alike. It is the use of Dalmas Dumb Bell self-adhesive sutures. 


Strips are laid across the incision or lesion, while the edges of the wound are held together, 
and gentle pressure by the finger assures a firm stay. They are also handy where thread sutures 


have broken apart and it is still essential to keep the edges of the wound in apposition. 


Dalmas Dumb Bell stick-on sutures will be found invaluable for casualty 
and emergency work in surgeries, hospitals and factories. 


provide safe and speedy co-aptation of wound edges, with freedom 


stitch holes. 
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long playing will be immediately dispelled for ever. 


CA fry Long Playing 


333 r.p.m. records 


have 


THE PECCA RECORD COMPANY LTD ! BRIXTON ROAD, LONDON 8.W.9 
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HAMBLINS 
ELECTRIC 
OPHTHALMOSCOPES 


THE 
LISTER-LORING 


OPHTHALMOSCOPE 
No. 503 


Hamblins Lister-Loring 
Ophthalmoscope is the 
ideal general purpose 
Ophthalmoscope. It has 
the same Lister lighting 
system which has made 
the “Lister-Morton” the 


accepted standard 
amongst _ self-luminous 
instruments. In place of 


the long Morton lens race, 
however, it has the Loring 
wheel of 23 lenses ; this 
simplification results ina 
material lowering of the 
price. 


PRICE: 
£i3 10. @. 


(Lister- Morton Pattern 
£20 16. 0.) 


DIAGNOSTIC SETS 


No. 305a. The Lister-Loring Ophthalmo- 
scope with an electric aur'scope and three 
specula, in well-made case. 


Price: £17 18 6. 


No. 515a. Hamblins “student’’ Ophth- 
almoscope, the Loring-Marple, with an 
electric auriscope and three specula, in case. 

Price: £10 2. 6. 

More extensive THEODORE. 
di ' ,and 
sets incorporaing «=©—CC  LAAMIBLIN L® 
the Lister-Morton DISPENSING OPTICIANS 
Ophthalmoscope #5 WIGMORE STREET, 
ate also available 

™ LONDONMW.L 

















Suppliers of 
Photographic Materials 
since 1856. 


We are still unable to publish 
FALLOWFIELDS ANNUAL 
but whatever is available in the still 
very restricted market we can supply. 


af 


COLLEGES, 
SCIENTIFIC FIRMS AND 
LABORATORIES GIVEN 

SPECIAL TERMS. 


Jonathan Fallowfield, 
Ltd. 


Senior Photographic Stores 


74 NEWMAN STREET 
LONDON 2 w.i 


Telephone No. : MUSeum 7401-2 
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World’s Greatest 


Bookshop 


The 





* FOR BOOKS * 


New, secondhand and rare 

Books on every subject. 

Stock of over three million 
volumes. 


Subscriptions taken for British, American and 
Continental magazines ; and we have a first-class 
Postal Library. 


We have recently enlarged 
our Medical Books Dept. 


Foyles Records Dept. for 
H.M.V. Columbia, Parlophone, Dec 1 
Long-Playing and all other make 


lig - 126 
CHARING CROSS ROAD W.C.2 


Gerrard 5660 (16 lines) 
Open 9-6 (inc. Sats.) 
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MEDICAL 
SICKNESS SOCIETY 


DOWN OUR NOSES 


This is where we look when a man comes 
to us for Sickness and Accident Insurance 
after he has slipped a disc or two, had 
an anxiety state, and is cultivating a nice 
line in duodenal ulcers. 


We prefer him to come beforehand, so 
that we can have the pleasure of paying 
him for all these things, and the rest of 
the medical dictionary, if necessary. 


Are you fit? Then write to us at once. 





‘When you are BUYING A CAR ask for details 
of the HIRE PURCHASE SCHEME of the 
MEDICAL SICKNESS FINANCE CORPORATION LTD. 





For full particulars please write to 


MEDICAL SICKNESS, ANNUITY & LIFE 
ASSURANCE SOCIETY LIMITED 


7 Cavendish Square, London, W.1 
(Telephone: LANgham 2991 ) 


referring to this advertisement 
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GYNACCOLOGICAL & MIDWIFERY INSTRUMENTS 


SIMPSON’S SOUNDS 








(ALL PRICES ON APPLICATION) 





MILNE-MURRAY'S OBSTETRIC 


FORCEPS CUSCO’S VAGINAL 
SPECULA 





OBTAINABLE FROM 


W.H. BAILEY & SON Ltd. 








Showrooms 80 Bessborough Place, London, S.W.1! 
2 RATHBONE PLACE, OXFORD STREET, W.! Tel.: V a 
Tel. Langham 4974 (3 lines) oh: Victoria 6013 (5 lines) 
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jinn Consistently good post-anaesthetic 
— 


recovery is one of the notable features 
of ‘Kemithal’ anaesthesia. Vomiting, 
restlessness, or protracted depression 
following its use are infrequent. 

Both for induction and maintenance 

of anaesthesia, ‘Kemithal’ has proved 

a highly efficient and satisfactory agent, 
with the advantage of a relatively 
high therapeutic quotient. 


‘“KEMITHAL’ 


THIALBARBITONE Trade Mark 


SODIUM 


Ampoules of 1 gramme & 2 grammes in bores 
of 5and 25, with or without sterile distilled 
water in ampoules of 10 c.c. and 20 C.c. 
respectively; ampoules of 5 grammes in bores 
of 5. 






mrs ~ 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD., WILMSLOW, MANCHESTER 
1 su ry 


mpany of Imperial Chemi Industries, Ltd 
Ph. 181 
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You can get a 


WHITBREAD 


in the club 


IN BOTTLE— 


ON DRAUGHT 


and 


MACKESON’S 
STOUT 








VALUABLE 
BOOK FREE! 





ARE YOU PREPARING FOR ANY MEDICAL, 
SURGICAL, or DENTAL EXAMINATION ? 


**Guide to Medical Examinations” 


Principal Contents : 
The Examinations of the Conjoint Board. 
The M.B. and M.D. Degrees of all British Universities. 
How to pass the F.R.C.S. Exam. 
The M.S. Lond. and other Higher Surgical Examina- 
The M.R.C.P. London. tions 
The D.P.H. and how to obtain it. 
The Diploma in Anaesthetics. 
The Diploma in Psychological Medicine. 
The Diploma in Laryngology. 
Diploma in Radiology. 
The D.R.C.O.G and M.R.C.O.G. 
The Diploma in Child Health. 


Do not fail to get a copy of this Book before commencing 
preparation for any examination. It contains a large 
amount of valuable information. Dental Examinations 
in special dental guide. 


SEND FOR YOUR COPY NOW! 


The Secretary, 
MEDICAL CORRESPONDENCE COLLEGE, 
19 Welbeck Street, Cavendish Square, London, W.1 


























@ The same high standard of security 


and service which characterises 
“Car & General” Motor Policies 
applies to every other class of busi- 
ness transacted by the Company. 
A ’phone call (WHitehall 6161) or 
a postcard will bring you full 
information by return. 





CAR & GENERAL corpdration tro. 


83 PALL MALL, LONDON, S.W.1 
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In addition to the established use of Myanesin Elixir in the 
treatment of neurological conditions associated with muscular 
rigidity and tremor it has now been successfully employed in the 
relief of psychological states characterised by anxiety and tension. 

Dixon et al. (Amer. J. Med. Sci., 1950, 220, 23) describe a 
group of patients in which anxiety states and obsessional con- 
ditions were present and which, following the administration of 
mephenesin, the active constituent of Myanesin Elixir, obtained 
complete relaxation. Best results occurred in anxiety states, 
however chronic, and 47 out of 50 patients treated for this 
condition improved. 

Dosage of from 4 to 1 tablespoonful, one to six times daily, 
is suggested. 


*MYANESIN’ ELIXIR 


Bottles of 8 fl. oz. 6s. 4d.; 40 fl. oz. 26s. 1d. 
Also available ‘ MYANESIN ’ TABLETS each containing 0.§ gramme mephenesin 
Bottles of 50 at 11s. 6d. 


Prices in Great Britain to the Medical Profession 
Further information is available on request 


MEDICAL DEPARTMENT 
THE BRITISH DRUG HOUSES LTD. LONDON N.1 


The Exoma Press. Ltd., 255/7 Liverpool Rd.. N.1. 








